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CCA AND COMMUNITY HEALTH IN ASIA 
INTRODUCTION 


Health issues received serious attention within the East Asia Christian 
Conference (EACC) almost from its inception. A conference on “The 
Christian in Medical Work in East Asia Today” was held in Hongkong 
in Dec 1958, only a year after the formation of the EACC. Since then 
various consultations have been held at periodic intervals. In 1972, the 
EACC and the Asian Federation of Catholic Medical Associations held 
a Conference in Bangkok to discuss ‘‘The Role of Health in the Develop- 
ment of Nations.’’ These deliberations highlighted the inadequacy of the 
then existing patterns of health care, based on large medical institutions, 
to improve the health of rural communities, and the consequent need 
for developing alternative strategies. 


More organised efforts to help promote appropriate and relevant 
action in the field of Health and the Healing Ministry in East Asia began 
in the seventies with the appointment of Health Consultants, part-time 
and or full time, on the staff of the EACC. 


This publication attempts to bring together the salient points made, 
issues that were touched upon and questions raised but not necessarily 
answered, at various workshops, beginning with those of 1976 and 1977. 
It tries to recall the main conceptual trends and the attempts made to 
learn from the mutual sharing of the experiences in the various countries 
and situations. 


Fairly complete reports were made of the workshops of 1976 & °77 
“Community Health in Asia, (CCA — June 1977), and the Community 
Health Training Workshop in Tagaytay City, Philippines — December 
1979 (Mimeographed report titled “Be United for Better Asia’’). From 
the Workshop held in Vellore, S. India (1982) only the final statement 
and recommendations of the participants are being published here. 


The Community Health Workshop held in Tomohon, Indonesia in 
May 1983, had fairly good response from participants, in the matter 
of papers and comments. Relevant Bible studies also made a significant 
contribution. This workshop is, therefore, being documented in greater 
detail in this publication. It should be noted that the guidelines derived 
from the experience of the Health Concerns Committee and the work- 
shops held in 1976-77, and reproduced in this publication, (see Historical 
Background, below) have continued to be applicable during the years 
following them. 


Is it possible to discover some principle (or principles) which under- 
girds the major affirmations that were made by these various workshops 
during the past decade (1975 — 1985)? 


Some recurring themes can be picked out: 


(1) In the set of guidelines set out by the Health Concerns Com- 
mittee, there is a strong thrust to bring about changes that 
emphasise processes by which health promotion can become 
a “‘people’s movement”. The general principle that “processes” 
are more important than the “results” — the ancient problem 
of “means” and “ends” — is well brought out in the affirma- 
tions. The importance of fostering genuine people’s partici- 
pation has been a recurring theme in all the workshops. The 
selection, training and use of village health workers is an im- 
portant aspect of this. 


(2) The increasing realisation, which we owe to better socio-political 
analysis, that health care systems and, ultimately, the ‘health’ 
of communities are closely linked to the dominant political 
ideology of the community or country concerned. The Tagay- 
tay workshop (1979) came out with a strong indictment against 
prevailing “‘capitalistic” systems which have led to “distributive 
injustice” in the delivery of health services. 


(3) The Indonesian Workshop (1983) again affirmed the existence 
of “gross distributive injustice” in the distribution of health 
services, but, in addition, highlighted (a) the “uncritical rejection 
of already existing health promotional and therapeutic tech- 
nology within particular communities” — by professionals trained 
in western medical technology; and (b) the dangers inherent in 
“exploitative professionalisation of medical technology”, and 


2 


(c) the needed corrective of ‘‘deprofessionalisation” and “demy- 
stification” of inappropriate medical technology. 


(4) A ‘holistic’ approach as the objective has been another common 
theme, and this was particularly emphasised in Indonesia. 


(5S) The difficult question of making Community Health and Deve- 
lopment programmes self-sufficient in financial and other re- 
sources was dealt with in some detail at the Indonesian Work- 
shop. 


(6) The need for a closer integration of Health with other aspects 
of development was repeatedly emphasised. 


It is our hope that this publication will be useful as a study resource 
for individuals, groups and churches committed to improving the health 
situation of people in Asia and elsewhere. 


V. Benjamin 
CCA Health Project Staff 
(1982 -- 1984) 
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CCA’s Concern in 
Community Health in Asia 


Part I 


Historical 
1973 — 1982 


HISTORICAL BACKGROUND 


I. 1973 — 1978 


In 1973, the Sth CCA Assembly (Singapore) approved the appoint 
ment of a health consultant and a full-time technical consultant. Dr. 
Noboru Iwamura, a Japanese Missionary in Nepal, and Ms Susan Rifkin 
were appointed to these positions. They visited various church-related 
and/or other groups which were already engaged in trying out alternative 
health delivery strategies. The dialogue with directors of a variety of 
projects or programmes led to the formation of the following guidelines 
for formulating, implementing and evaluating Community Health Pro- 
grammes: 

1. to stimulate local communities to develop responsibility for their 

own primary health care; 


2. to integrate community health into community-based action as a 
component of integrated programming; 


3. to base community health action on analysis of the social struc- 
tures operating in or upon the community; 


4. to support research into the use of local technologies and tradi- 
tional herbal medicines; 


5. to bring together in workshop approaches, people engaged in 
tural community health motivation and organisation, to maxi- 
mize the concerted efforts and skills of community organisers 
and medical personnel at all levels. (Ref: 6th Assembly Hand- 
book — P. 47; Community Health in Asia — Ed. Susan Rifkin 
— CCA — 1977, P. 5. Please note that in the latter, the order 
has been changed to reflect a more logical sequence). 


If the above guidelines were to be pursued with understanding, it 
was necessary to make possible a dialogue between health professionals, 
planners, social scientists, community organisers and village level health 
workers. 


Two workshops were organised for enabling such a dialogue among 
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people already engaged in alternative approaches : one in November 197€ 
in Silang, Cavite, Philippines with participants from Philippines, Indonesi 
and Sarawak (Malaysia); another in March 1977, in India, with participant: 
from India and Nepal. 


The report of these two workshops, entitled “Community Health ir 
Asia’, was published by CCA in 1977 (Editor : Susan Rifkin). On the 
basis of talks and discussions on the observed programmes, the report lists 
six issues, which the participants and organisers felt were crucial for under- 
standing and evaluating their own work in the context of the problems and 
potentials of community health in Asia. These were: 


1. “Health Status” vs ‘“‘Health’’ 


The importance of differentiating between “health status” and 

_ the ‘health’ of a community or society. “Health status” is gauged 
by the generally accepted health-rated (statistical) indices such as 
infant mortality rates, morbidity patterns, reduction in communi- 
cable diseases, general sanitation standards etc. On the other 
hand, ‘Health’ of a community is gauged by the ‘“‘distribution” of 
available resources — i.e. a picture of which people get what 
percentage of all the available resources and essentials for a 
satisfactory standard of life — i.e. food, education, health services, 
housing, employment etc. The concept of ‘Health’ is essentially a 
dynamic process, where the yardstick is moving from a position 
of relative ‘‘distributive injustice” to one of ‘distributive justice’ 
in the matter of “health services” as well as the distribution of 
other available resources. 


2. Community Participation 


While there was unanimity in asserting that community partici- 
pation is a necessary element in any community health 
programme, there was difficulty in getting consensus on a 
“‘definition”’ of community participation: 


(a) is it satisfactory participation if 90% of households just 
attend a community health planning/implementing session, 
or isit more important to consider the extent of willingness 
to take responsibility for implementing the decisions taken 
up by the community? 


(b) Other questions raised were on the variability of the intensity 
of true community participation being dependent on the 
socio-cultural and political systems prevalent: the more 
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feudal a community, less likely was authentic community 
participation to occur. 


3. Fixing the role and function of the Medical Professional, the 
Community Organiser, and the Village Health Worker 


(a) 


(b) 


(c) 


The medical professional must see his/her task as: 


(i) being available as an expert to deal with problems referred 
to him/her when they are not amenable for being 
handled at a lower or peripheral level; 


(ii) an advisor on technical aspects; 
(iii) a teacher to the village health workers. 


Barriers for the easy acceptance of the above roles were 
considered to be: 


(i) The inappropriateness of medical education; 


(ii) The role perception of the doctor by rural communities 
— they considered him as the sole and only conveyor of 
therapeutic services; moreover, the doctor trained in 
western medicine seemed to have more credibility for 
quick and effective cures. 


The community organiser. He was seen as being important 
for actively helping in changing the community’s ‘health’, 
and not just the ‘health status’. Thus there were bound to be 
“political overtones” in his role; and he is often considered a 
‘threat’ to the existing power structures, whether state or 
local. 


Yet he has a pivotal role in awareness-creation and he has to 
function diplomatically, with a low profile. 


He is the important link between the health professional, the 
village health worker and the community. 


The Village Health Worker (VHW) 


It was agreed that this person was one chosen by the com- 
munity and responsible to the community, and therefore arep- 
resentative of the people rather than of either the medical, 
governmental or local elites. He helped in securing comm- 
unity participation and providing the means to exercise 
people’s power, in the improvement of total health care. 
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4. 


Training Village Health Workers 


Opinions were expressed on Training: Who will train? Who 
decides on syllabus? What was the training methodology to be 
used? Various experiences were discussed. The experiment in 
Indonesia was mentioned, where the first group of VHWs were 
trained, and then they were given the responsibility of training 
subsequent groups of VHWs. The original teacher (the doctor), 
thereafter, helps only in response to specific requests. 


Sustaining and Evaluating Programmes 


(a) 


(b) 


Sustaining a programme required: 


(i) Providing for job satisfaction of staff. Initial enthusiasms 
tended to die off from dullness, once a routine stereo- 
typed work pattern has been established. 


(ii) Some system of providing rewards — monetary, or 
recognition, or other kinds of personal benefits. 


(iii) Opportunities for periodic contact with other VHWs 
and/or other members of the team; this is mainly to 
prevent a sense of isolation, and foster continuing 
communication and professional upgrading opportunities. 


(iv) Continuous and creative involvement with the community 
— helping and catalysing them to work out their own 
programme. Most communities identify problems with 
difficulty, and are often apathetic. Aggressive and 
persistent efforts to help people analyse their own situ- 
tation, and awakening them will prevent stagnation and 
boredom for a good VHW. 


Most participants wanted help with evaluation methodologies. 
But this need was largely unfulfilled because of various 
reasons, the main one being that there were wide differences 
in the situations from which the participants came. However, 
Suggestions were given about evaluating against stated 
measurable objectives. Participants were encouraged to work 
out evaluation models in their back-home situations. A 
future workshop on evaluation techniques was suggested. 


6. Financial Support 


One of the common frustrations in community health work 


10 


concerns the basic question of funds. Questions considered 
were : (a) Why is money needed? (b) How can local finances be 
generated? (c) What type of financial support is justified? Pro- 
blems faced were the difficulty of collecting money on a fee-for- 
service basis if the target populations are the poor and margin- 
alised; the high cost of western medical technology and the need, 
therefore, to promote cheaper herbal drugs, etc. The danger of 
inadvertently supporting existing unjust and inappropriate health 
care systems by continuing to depend on funds from outside 
agencies which might be interested in insuring stability for foreign 
investments, was mentioned. 


In conclusion, it was emphasised that most programme decisions do 
not rest on aspects of health technology, but rather on socio-political 
systems or structures. It was brought home that poor health is, more often 
than not, the result of calculated political decisions. And, if one is 
committed to the improvement of the poor and ‘dispossessed’ of the 
world, then there should be a preparedness to confront the authorities and 
the powerful for the sake of the desired change in favour of the poor. 


Finally, the workshop participants formulated a set of ten 
recommendations and these included: 


“That some future workshops be held to discuss local situations rather 
than national or sub-regional situations.” (No. I) 


“That future workshops include exposure to other development pro- 
grammes in addition to community health programmes.”(No. IV) 


“That a resource centre be established to circulate materials and in- 
formation and facilitate communications among workshop participants 
and other interested persons.” (No. VIII) 


“That a handbook on rural community health be produced based on 
workshop discussions, and that consideration be given to describing a 
methodology by which each programme can evaluate itself.” (No. IX) 


“That pressure be exerted on church-related community health 
programmes to allow these programmes to become less institutionalised 
and more flexible to meet community needs.” (No. X) 


(Community Health in Asia, p: 144) 


II. 1979 — Community Health Training Workshop 
Tagaytay City, Philippines 


The next workshop was organised and conducted at Tagaytay City 
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Philippines, from Dec 1 — 12, 1979. The workshop was sponsored by th 
Development and Service Desk of the CCA and coordinated by th 
National Ecumenical Health Concerns Committee (NEHCC) of th 
National Council of Churches in the Philippines. 


The following excerpts from the report, highlighting the objective 
and the methodology used, and the final affirmation and recommendation 
will help in understanding the evolution of the ideas and thrusts which th 
CCA has been fostering in its concern to enhance the work of transformin; 
human development through community health services. The participant 
consisted of health workers from different levels — grassroot CHWs 
community organisers, programme co-ordinators, social scientists anc 
health professionals. 


66 General Objectives: 


To develop the capacities of participants to work within a process by 
which rural communities can be involved in taking primary respon- 
sibility for their own health care through their own community 
motivation, initiatives, organisation and action. 


Specific Goals: 


To enhance the community orientation of participants and their 
perspectives of community health; 


To develop understanding of community-based health programmes, 
and the processes whereby programmes can move from extention 
services to community-based operations. 


To sharpen the focus on the people’s participation, particularly in 
comprehensive development programmes of which a health programme 
is an integral part, so that comprehensive planning does not subvert 
the people’s participation in the health sector. 


To share programmes and experiences, so that the specific goals can 
be achieved, not abstractly but through a process of self-evaluation 
and defining desired changes in their own programmes. 99 
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The methodology used for achieving these objectives were visits to 
on-going community health projects in the Philippines, group dynamics 
sessions to improve people’s self-understanding and to expose participants 
to better methods of group work, and then some lectures (minimal), panel 
dicussions and discussions in small groups ending up in plenary sessions, 
and corporate efforts in final sessions to reach a consensus on definite 
affirmations and recommendations. These are given hereunder in full. 
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Resolution on Asian Solidarity and Recommendations to CCA 


We, the participants of the Christian Conference of Asia Community 
Health Training Workshop held in Tagaytay City, Philippines from 
December 3 — 10, 1979 affirm our solidarity in transforming the health 
care system in Asia. We believe that 


a 


10. 


The health system in Asia is capitalistic, wherein multi-national 
corporations, local capitalists, landlords own and exploit the 
resources thereby depriving 80% of the Asian population of the 
benefits of health care. 


The institutional church in Asia is also a part of the system that 
maintains and reinforces a structure wherein only a few benefit 
and the majority do not. 


The prevalent causes of death and diseases in Asia, affecting 
mostly the lower socio-economic groups, are preventable. This 
health situation is further aggravated by poverty, ignorance, poor 
living conditions, unequal distribution of health facilities, lack of 
transportation and superstitious beliefs. 


Decisions are made from top to bottom by the few in power, 
with the majority of the poor having no participation. 


Health workers are forced to adopt curative care more than 
preventive care, thus encouraging the use of western and expen- 
sive medicines and consequently becoming dependent on western 
technology and facilities. 


The felt needs of the people are not considered by the govern- 
ment and some church programmes. 


The system of medical education in Asian countries is western, 
hospital and curative oriented, producing doctors unfit for the 
rural set-up in Asia : that too much money is spent for the 
training of doctors. 


Values in health and society are propagated by the capitalists for 
their own benefit. 


Most foreign funds for health programmes create dependency 
unless a conscious effort is made to achieve self-reliance. 


The Asian health system is just a part of the whole system; that 
the health problems are inter-related to the economic, political 
and cultural problems of Asian societies. 


13 


11. Imperialism is the main problem in Asia today, and it infiltrate 


through the health, socio-economic and political structures o 
society. 


We recognise the efforts of some church programmes to look sincere; 
into the problems of health care in Asia and to take up the challenge o 
directing their programme resources towards a structural solution to thes 
problems. 


Therefore, we resolve that all Asians be organised, made aware anc 
become mobilized towards solving the socio-economic, political, cultura 
and health problems in their countries/communities. 


General Recommendations 


Nes 


We recommend that foreign aid from western countries that 
maintains and reinforces the present socio-economic, political, 
cultural and health care delivery system be stopped. 


We recommend that Asian countries nationalize their basic 
industries, especially the drug industry. 


We recommend a socialized system of distribution of resources in 
our countries. 


We recommend that all decision making, planning, implementation 
of policies, particularly health policies, be done with the maxi- 
mum participation of the people. 


We recommend that Biblical/spiritual reflection be made available 
to enhance our understanding of our socio-economic, political 
and cultural problems and foster Asian brotherhood. 


Specific Recommendations 


he 


We recommend that medical and paramedical school training and 
curriculum be orientated towards the needs of the majority of 
people in the country, with particular emphasis given to preventive 
rather than curative one. : 


We recommend that the institutional church hierarchy be 
exposed to a critical evaluation of their programmes using 
structural analysis. 


We recommend that more resources be directed towards para- 
medic training. - 


We recommend that indigenous medicine be encouraged. 
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We recommend that a system of community-based programmes 
be instituted among the poor in all the Asian countries. 


Finally, should all these efforts prove fruitless, we recommend 
direct confrontation of the exploitative, oppressive structures by 
all peoples of Asia. 


The following are concrete steps to implement the general and specific 


recommendations: 

1. Determine Asian priorities in health with the bias for the poor 
and oppressed. 

2. Recommend to the Christian Conference of Asia to get an Asian 
health co-ordinator and to arrange conferences/workshops and 
follow up of Asian health programmes. 

3. Organise community-based health programmes. 

4. Conduct training programmes on raising people’s awareness, 
community organisation and primary health skills with emphasis 
on preventive health care and use of indigenous resources like 
herbal medicine. 

5. Put up self-reliant economic projects and build support groups. 


Signed this 10th day of December, 1979 by the participants 


from 

India Pakistan 
Sri Lanka Indonesia 
Bangladesh Philippines 


III. 1981 — Period after Bangalore Assembly 


Soon after the Sixth Assembly Meeting of the CCA, held in Penang 
(1977), the Technical Consultant for Health Concerns, Ms Susan Rifkin 
resigned, and efforts to find a new consultant began. 


The two staff persons in Development and Service continued the 
occasional publication of “Health Notes’, and this has enabled a network 
of health workers to keep in touch with one another’s programmes. 


The Tagaytay City Workshop (reported above) was organised during 
this period, in 1979, by the Development and Service Desk. The CCA staff 
then got deeply involved in preparation for the Bangalore Assembly in 
1981. Following on this, there was a period where changes in staff 
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positions were occurring; there was thus a period when the work of the 
Health Concerns Section was on a low key. However, at the General 
Committee meeting of the CCA, following on the Bangalore Assembly, the 
following decisions were made: 


“In response to the Assembly’s request that greater attention be paid 
to health concerns, the Committee recommends the following: 


(a) A Task Force 


That a Task Force be formed of persons in health-related pro- 
fessions. This Task Force will have as its terms of reference — 
(1) to define the area and scope that the Committee should be 
responsible for; (2) to search for and recommend a person who 
could be appointed as a project staff member of CCA for Health 
Concerns. 


(b) That a Rural Health Workers’ Workshop be held in 1982; the 
scope, objectives and the venue of such a conference to be 
determined by the Task Force. (Ref : CCA General Committee 
Minutes : Sept. 1981, Page 46) 


The Task Force met under the chairmanship of The Rev. Denis 
Dutton, Moderator of the Development and_ Service Programme 
Committee of the CCA, at Nagoya, Japan, from May 11 — 14, 1982. At 
this meeting it ratified the appointment of Dr. V. Benjamin as project staff 
for Health Concerns to work with the Development and Service Desk. It 
also empowered the Project Staff “to (i) organise a Rural Health Workers’ 
Workshop in late October 1982 in Vellore, India, or if that is not possible, 
in Malaysia; (ii) organise a second one, if possible during the first half of 
[oRor 


IV. 1982 — Community Health and Development Workshop 
Vellore, S. India — October 11 — 29, 1982 


At this workshop there were finally 16 participants — 5 from Sri 
Lanka, 3 from Bangladesh, 2 from Nepal and 6 from India. 


A short report and the statement and recommendations of the work- 
shop are given below. 


Preliminary Notices and Arrangements 


After further enquiries and discussions with possible resource 
situations and persons in India, it was possible to get the consent of the 
Christian Medical College (CMC), Vellore and specifically its Community 
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Health and Development Programme (CHAD) to hold the workshop in 

Vellore. 

| The workshop was conducted in Vellore, India with ‘exposure’ visits 
to nearby places, including Bangalore, with the following general goals 

and specific objectives, adapted from the Tagaytay Workshop: 

General Goals 


To develop the capacities of participants to work through a process 
by which rural communities can be enabled to take responsibility for 
their own health care, through motivations, initiatives, organisation 
and action generated within and by the community. 


Specific Objectives 


To share programmes and experiences and to reflect on them, and to 
learn to set objectives in achievable and measurable terms, and to identify 
desirable changes in their own programmes. 


To enhance the community orientation of participants and their 
perspective of community health. 


To develop understanding of community-based health programmes, 
and the processes whereby programmes can move from extention services - 
to community-based operations. 


To sharpen the focus on people’s participation, particularly in com- 
prehensive development programmes (of which a health programme is an 
integral part), so that comprehensive planning does not subvert the people’s 
participation in the health sector.” 

Workshop Programme in Outline 
The programme was organised in five parts: 
1. October 11 — 12, 1982 


Orientation to workshop objectives and programme: 


Reports from participants of work in their own ‘home’ situation 
for the information of others, followed by comments and reflec- 
tions. Brief country-wide ‘health profile’ of the countries repre- 
sented. 


Zw Gerour 135.— 20, 1962 
Visits to some community health and development programmes: 
Oct 13 Programme of the Centre for Rural Health and 


Social Education, Tirupattur (Mr Bennet 
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Benjamin & Mr Satish Samuel). 
Oct 14 — 16 Bangalore and vicinity. 


14 St John’s Medical College and its Community 
Health Programme (Bangalore). 
15 Visit to Government-Integrated Child Develop- 


Scheme (ICDS) — Introduced and explained by 
Dr (Miss) Padmasini Asuri, Home Economist of 
the Govt of India (Central), in charge of the 
Southern Region. (Kanakapura near Bangalore). 


16 Bible study on ‘‘Christians and Development” 
by Dr K C Abraham at Ecumenical Christian 
Centre (ECC), Whitefield, Bangalore. 


Sunday 17 Return to Vellore. 


18 Visit to Rural Unit for Health and Social 
Affairs (RUHSA) — a comprehensive pro- 
gramme of the Christian Medical College, 
Vellore. 


ibe, Visit to Community Health and Development 
(CHAD), another unit of the CMC, Vellore. 


20 Visit to Deenabandhu Medical Centre, Deena- 
bandhupuram, North Arcot District (Dr Prem- 
chandran John). 


October 21 and part of October 22 


Reflection sessions on the programmes visited, high-lighting new 
things learnt; weaknesses discerned; and adaptations desirable for 
“back home” programmes of each participant. 


October 22 to 26 


Classroom sessions on “Elements of Health Planning”; “Setting 
up measurable objectives”; “Techniques of evaluation”: “Finan- 
cing of community health programmes”, etc. 


October 27 — 29 


a) Analysis of one’s own programmes, and those seen, from the 
point of view of their being “Community-Supportive” or 
“Community Oppressive”’. 


b) Evaluating comments on the Workshop programme. 
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c) General Statement by workshop participants on aspects of 
Health Concerns. 


d) Recommendations. 


General Statement prepared by participants 


The participants attending the Community Health and Development 
Workshop organised by the Christian Conference of Asia (CCA) with the 
assistance of the Community Health and Development (CHAD) pro- 
gramme of the Christian Medical College in Vellore, South India herein 
record a short statement with reference to certain questions and also 
makes certain recommendations to CCA. 


The questions considered were: 


1) 


2) 


3) 


4) 


What would be a definition or the essential elements of comm- 
unity health and development? 


Why is it that non-governmental organisations (NGO) or 
voluntary agencies are getting increasingly involved in community 
health and development projects/programmes? : 


What are some of the weaknesses of the existing community 
health and development programmes run by the government or 
non-government organisations? 


Why should Christians and churches or church-related organi- 
sations be involved in community health and developmental 
programmes? 


The group of twelve delegates were divided into two groups (A + B) 
and the statement of each of them was presented and discussed. The final 
consolidated statement based on them is now presented: 


Statements 


1) 


2) 


Community health and development should be total and ‘holistic’ 
and is to be development of the whole community, by the 
community, for the community. 


Some of the important elements of community health and 
development 


A community may be considered as a group or cluster of families 
bound together by certain common conditions of life, beliefs, 
trade patterns etc. and organisationally under one authority, and 
sharing some common public services, religions, social and 
territorial conditions, etc. Community development is essentially 


19 


3) 


development of the people through a social process in which 
people are enabled to work together to solve the local problems, 
work towards improving their abilities to change such of those 
factors that need change, and gain greater control over their own 
lives. Promoting community health is an integral part of this 
process and is inseparable from this. 


Further elements of community health and development are: 
a) adequate and true community participation; 


b) creation of health cadres from within the community itself: 
especially, to provide front-line medical care and awareness 
creation and motivation for desirable health behaviour 
changes, among the members of the community; 


c) programmes should be suitable for, relevant to, and manage- 
able by the community; 


d) ability to mobilise and maximise the use of available and 
often untapped resources, doing this in an integrated 
balanced way. 


It is also to be emphasized that the organisers of such programmes 
should consciously avoid being “directors” of the programme, but be 
prepared to play the role of participants like any other member of the 
community, and possibly be “enablers” and ““catalysts’’ of desirable 
change and transformation. 


NGOs and their involvement in community health and development 
programme 


1) 


2) 


3) 


4) 
5) 


it is not possible for the government alone to do everything 
everywhere; that is why the NGOs should step in to supple- 
ment or complement the government’s work. 


There are many things which are not possible for individuals 


alone to do; so a group of persons/organisation can possibly step 
in. 

NGO’s programmes are likely to be smaller as compared to the 
government’s programme and therefore they are easier to manage. 


NGOs are more likely to be innovative in their Strategies. 


NGO’s programmes are not likely to be influenced by political 
factors. 
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6) Most of the time, government programmes are bureaucratic in 
nature whereas the NGOs are likely to be more flexible. 


7) Evidences of high motivation and dedication are more likely to 
be found in NGOs. 


Churches’ Involvement in Community Health and Development 


God’s mission in sending Jesus Christ into our world was primarily to 
release people from various kinds of bondages such as disease, poverty, 
exploitation, suffering, etc. If it was GOD’s purpose that people should be 
released from these, it is only natural and imperative for Christians and 
Christian Churches to follow His teaching and get involved as agents of 
social, economic and political change. 


Defects in the Present Health and Development Systems 


1) The main emphasis still seems to be on curative health services, 
and only minimal health promotional and preventive activities are 
carried out, as evidenced by the way in which money and men 
are deployed. This is evidently quite wrong since the greater 
proportion of the populations are in rural areas and they are 
deprived of these health care benefits. 


2) While it is true that certain NGOs have entered into the field of 
community health and development, the emphasis in most 
instances is still largely curative service oriented. 


3) Some of the other major deficiencies are: 


a) programmes are very rarely planned on the basis of the 
felt needs of the community; 


b) even though health is not a priority need as perceived by 
communities, health-oriented NGOs have tended to thrust 
their health programmes on communities; 


c) there is very little evidence of true community paitici- 
pation in planning and implementation of health and 
development programmes; 


d) in many instances donor organisations insist on policies and 
conditions which act as major hindrances to satisfactory 
development of communities. 


Learning experiences from this workshop and other influences, and 
suggestions for changing our own programmes 


1) We have been increasingly convinced that the present health care 
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2) 


3) 


4) 


5) 


system is unbalanced, with too much of the health services being 
available to the rich and urban populations. This has led us to 
examine our own programmes and plan necessary changes 
towards meeting the needs of the rural poor. 


We are convinced that health is an inseparable component of the 
total development process. Therefore, holistic approach to 
development has to be taken up. 


We have come to understand more clearly that social trans- 
formation can come about only through a process which essenti- 
ally helps people to develop their abilities for responsible decision 
making and action. 


We have come to realise that under certain situations the 
organisers of community health and development programmes 
should be prepared to close down, as when communities have 
been enabled to reach a stage where they can manage on their 
own. The time required to reach such stage is likely to vary from 
Case to case. 


We should continue to dialogue with and convince donor agencies 
that there should be minimal conditions attached to their 
donations. Local communities should be enabled to formulate 
their own plans, and donor agencies should learn to trust comm- 
unity leadership more. 


Recommendations 


The participants recommend that : 


1) 


2) 


3) 


4) 


Another workshop be held in a local situation to conscientise 
grass root level workers (government and non-government), to 
make the concept of total development more clear. 


Another workshop with donors and recipients be held to enable 
improvement in the understanding of each other’s problems. 


A periodical be brought out by CCA to disseminate knowledge 
and share various practical experiences, with more technical 
details than the presently circulated “Health Notes”. 


Churches should be called upon to take a positive stand about 
participating in total development programmes. 


(List of Participants and Resource Persons is given as Appendix A) 
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(5) Ms Sujatha de Magry 
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Part Il 


COMMUNITY HEALTH 
WORKSHOP 


Tomohon, Indonesia 
May 8 — 21, 1983 


Organised by: 
The Christian Conference of Asia (CCA) 


Assisted by: 


1. Dewan Gereja Indonesia (D.G.I.) 
(Council of Churches in Indonesia) 


2. Yayasan Christen Untuk Kesehatan Umum (Yakkum) 
(United Christian Programme for Health and Development) 


3. Gereja Masehi Injili Minahasa (GMIM) 
(The Minahasa Church Council) 


Venue: 
R.S. Bethesda, Tomohon 


Field Visits: Projects in Java and Tomohon 
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IN THE FOLLOWING PAGES ... 


The following pages give a fairly detailed report of the workshop held 
in Tomohon, Sulawesi, Indonesia. Since it is a full report it is broken up in 
the following fashion: 


Preface 


Section A: 
Section B: 


Section C: 


Section D: 
Section E: 
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PREFACE 


“Health is NOT mainly an issue of doctors, social services and 
hospitals. It is an issue of social justice. It is an issue of who gets what of 
available resources. . . The health of the people is intimately related to 
their income, to their education, to their job opportunities... . ” 

(Sixth Assembly of the Christian Conference of Asia, 
Penang, Malaysia, 1977) 

The above quotation indicates the broad background and setting in 
which the Christian Conference of Asia (CCA) continues to organise 
consultations, conferences or workshops to help health workers to 
improve their knowledge and skills in providing the necessary health 
services to rural communities. 


For some years now, it has become increasingly clear that there is 
gross disparity in the way in which the resources of a country and its 
technical know-hew are distributed : too much for privileged urban 
communities, too little (or none) for rural communities. There were global 
concerns on this issue. A group thus concerned, William and Elizabeth 
Paddock, wrote a book to. prove that we humans really don’t know how to 
help people help themselves to “life in all its fullness”. “Life in all its 
Fullness” captures more fully the concept and definition of health than 
the oft-quoted definition of health suggested by the World Health 
Organisation (WHO), namely — “Health is a state of complete physical, 
mental and social well-being, and not merely the absence of disease”. 
However this does not include factors such as man’s search for ‘‘meaning 
and purpose in life’, which is essentially a spiritual dimension. Taking this 
into consideration, a more wholesome definition of health would be: a 
dynamic state of physical, mental, social and spiritual integration, enabling 
achievement of the maximum potential in all of human life including one’s 
relationship with other human beings, other forms of life and with nature. 


Such a definition makes it easier to understand the connection between 
the social, cultural, and biological environment and health, and therefore 
the need for fostering scientific technology to integrate dynamically with 
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social and cultural factors, if we are to have healthy individuals anc 
communities. Modern medical technology has not fully appreciated that 
health promotion and prevention of disease are dependent on harmonious 
and dynamic integration of technology with the cultural “‘world view” of 
particular communities. Introduction of technology which cannot easily 
“fit” into a particular “culture”, or “style of life”, will face difficulties 
and even rejection. 


Given these insights, namely, 


1) Gross distributive injustice in the unequal distribution of health 
S€rvices; 


2) Increasing cost of ‘‘medical technology”, and 


3) Uncritical rejection of already existing health promotional and 
therapeutic technology within particular communities; 


4) The delicate “ecological balance” that needs to be maintained — 
and the ease with which this can be upset by the irresponsible 
(or inappropriate) use of medical technology, to manipulate the 
environment for short-term gains. 


5) The realization of dangers of “exploitative professionalisation” 
of medical technology, and the “mystique” associated with 
advanced technology, and noting the corrective as 
“deprofessionalisation” and “demystification” of medical 
technology; and the adoption of “appropriate technology” more 
“fitting” to a particular situation; 


it becomes imperative that our strategy for realising the possibility of 
“health for all by 2000 AD” be “‘holistic” in its approach. 


This document gives some details of a Community Health Workshop 
that was held in Tomohon, North Sulawesi, Indonesia in which an attempt 
was made to take care of the insights mentioned above. The programme 
included observational visits to some existing primary health care 
programmes in Java and N. Sulawesi. 


We are thankful to all those who helped in various ways, to make this 
possible. Our special thanks go to Dr Tobing and Mrs Stein Djalil of the 
DGI, Jakarta; Dr Supit, Dr (Mrs) Reppi, Dr Aba Lengkong, Dr Lems and 
many others of R S Bethesda, Tomohon, Dr Adi Sudipto and his staff of 
YAKKUM at Solo, Dr Paulus Santosa and his staff at Yogyakarta, and the 
Rev Lala and her colleagues of GMIM. Without their help this workshop 
could never have taken place. 
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My special thanks are also due to the excellent resource support given 

by Dr Edelina De La Paz, Dr Supit, Dr Paulus Santosa, and all others who 
contributed papers. 

| Finally, our gratitude goes out to the nurses and nursing students of 

R S Bethesda and the students and staff of the Theological Seminary at 

Tomohon, and Dr Roe Roe and staff of GMIM for entertaining us so well. 
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SECTION A 


GENERAL GOALS 


To improve the capacities of participants to understand and work 
with processes which enable rural communities in taking primary respon- 
sibility for their own health care and general development through motiva- 
tion, initiatives and organised action generated by and within the com- 
munity. 


Related Specific Objectives 


The participant should be able to: 


1. Analyse and understand the dynamics of community organization 
(life). 
2. Sharpen his focus and understanding of community participation and 


decision making levels and processes. 


3. Identify aspects of community life and activities that are community 
Supportive or community oppressive/suppressive. 
4. Identify such of those aspects of community based health programmes 


which) are hindering true community development and plan corrective 
courses of action. 


5. Share and compare other programmes with his own and develop 
a process of self evaluation leading on to desired changes in his own 
programmes. 


6. Improve his understanding of the role of the church in the promotion 
of community health and development. 


The Endeavour Is To Try And Achieve The Above Through Two Kinds Of 
Approaches 


A. Seeing, observing (minimal) and talking with project staff and con- 
_ Sumers in various community based programmes in Java and Sulawesi. 
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B. 


Structured class-room sessions focussing attention on certain specific 
aspects related to community based programmes and primary health 
care. 


What Is The Participant Expected To Do? 
A. 


During the field visits 


Observe and discuss with staff of programmes as well as consumers 
(community members) keeping in mind the goals and objectives 
Stated. 


Attempt to analyse your observations by identifying aspects and 
classifying them as “Community supportive” or “Community sup- 
presive” (Reference: David Werners paper). 


Actively participate in sharing your insights during the “reflection 
and interpretation” sessions that are to take place soon after visits. 
Please put your important thoughts on paper, as it will be useful in 
co-operating in the final report of the workshop. 


Actively participate in the class-room sessions and discussion groups. 
Each discussion group will be expected to present their main in- 
sights and/or recommendations on the subjects discussed everyday 
during the times specified in the programme. (This will be while we 
are in Tomohon). 


What Is Expected Of The Resource Persons? 


Resource persons are kindly requested to: 


Accompany participants, as far as possible, during the field visits, and 
enable them to do their part effectively. Indonesian resource persons 
can help immensely with translations (interpreter). 


Contribute in a large measure in commenting on the “reflection & 
interpretation” sessions, especially from your own experience and 
mature understanding. 


And the objectives stated in focus. 


Resource persons responsible for making presentations during the 
sessions in Tomohon may kindly give me a written paper (or at 
least the summary), since the material will be most useful to include 
in the final report of the workshop. 


Tomohon 
May 16, 1983 


BA 


SECTION B 


General Affirmations 


We, the participants of the community health workshop, represent- 
ing Thailand, Philippines, Malaysia and Indonesia, meeting in Indonesia 
from May 8 — 12, 1983, agreed on the following: 


I. We reaffirm our belief and conviction that God calls all Christians 
and the Church to preach, teach and heal. We acknowledge that as 
health professionals we are called to be participants in God’s activity 
of healing the whole person in community. This further requires of us 
to continue to understand more fully the Holistic approach that the 
Gospel demands. 


II. From our common sharing of our various situations and activities 
we rediscovered: 


a. 


That health promotion is impossible without changes in all facets 
of social life. 


That dominating and/or oppressive structures of some govern- 
ments, community groups and even church organizations and 
other institutions still prevail, and act as barriers to the achieve- 
ment of health in its highest sense. 


That it is necessary to discern the subtle Oppressiveness that is 
inherent (even in so-called democracies), in political systems 
dependent on rich countries, and large financing institutions, 
multinationals, etc. 


III. As we struggled to find solutions we discovered together that: 


a. 


Genuine people’s participation should be fostered. This requires, 
on the part of programme organizers, sensitiveness to the danger 
of imposing themselves. We reaffirm our conviction that our 
rightful role is to be enablers and catalysts. 
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b. It is more important to be concerned about processes than 
results. 


c. We must acknowledge the wisdom and potential that is present 
in so-called poor and ignorant communities, and enable them to 
be recognized as effective tools for social transformation, and 
that the key to appropriate technology lies therein. 


d. We recognize the need for us and the community to continue 
to learn from each other that the so-called professionals need to be 
more ready to share their knowledge, and thus de-mystify health 
technology, so that they become agents of social transformation. 
This is more likely to ensure genuine appropriate technology than 
any programme initiated from outside. 


e. While self-sufficiency in resources for health promotion might 
be difficult, it must continue to be the goal of all community- 
based health efforts. 


f. While acknowledging the work of already existing hospital- 
based community health programmes, it is necessary to streng- 
then and widen their activities. 


Tomohon 
May 21, 1983 
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SECTION C 


WORSHIP SERVICES 
Opening Worship at 
R. S. Bethesda Hospital Chapel 
Tomohon 
on 


Asia Sunday — 15 May 1983 


(Only parts of the service are reported here; the order of service 
used was the one suggested by the Christian Conference of Asia. The 
service consisted of invocation, meditation on Rice as an Asian symbol 
of life; prayer of praise; prayer of confession; prayer of thanksgiving; 
readings from the Scripture; sermon, intercession, special music from the 
Choir of the Theological Faculty of the University of Tomohon, and 
the R.S. Bethesda Choir; Congregational response of rededication; com- 
missioning the congregation. ) 


Meditation — An Asian symbol of life. 


Rice, as a symbol in our worship today, brings to our minds the 
realities of life in Asia. Rice is the staple food of most of us. Some have 
plenty of it; some little. 


Millions in Asia go hungry and for them God comes in the shape of 
a bowl of rice. The land on which we grow rice is our basic wealth, and 
it is the scene of our work. Many work in the fields which they do not 
own; but the fruits of their labour make the tich richer. God in 
his bounty has given the earth and its resources for the whole of human- 
kind to enjoy, but our greed and selfishness have made them the private 
possession of a few, violating the purposes of God. This reality of the 
poverty, hunger, landlessness and inequality of the vast majority of Asian 
people is the context of our thanksgiving, confession and intercession 
on this Asia Sunday. Our self-dedication too, as individuals and Churches, 
must express our recognition of this reality of an unending struggle for 
life for millions of people in our world today. 
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The theme for this Sunday is JESUS CHRIST, THE LIFE OF THE 
WORLD. It is also the theme of the Sixth Assembly of the World Council 
of Churches meeting in July this year in Vancouver, Canada. This claim 
of our Lord has become one of the foundation stones of the faith of the 
Church and has been the source of its hope and life for nearly 20 cen- 
turies. And today we proclaim to the world with humility and thank- 
fulness that Jesus Christ is the one sure and eternal source of hope and 
life for all people everywhere. But the truth or falsehood of this claim, 
of this hope, of this life, has to be proved in relation to the grim realities 
of Asia and the world. 


How will our people, denied rice, the staple of their lives, see, ack- 
nowledge and accept Jesus as the Rice of Life? What responsibility does 
it place on you and me and the Churches as we confess and proclaim 
in this context that Jesus Christ is the Life of the World? 


Readings from the Bible 
Old Testament — Ezekiel 47:1-9. 
New Testament — Acts of the Apostles 2: 42-47. 
New Testament — Gospel of Mathew 7: 7-14. 


Sermon— ‘THE MESSIANIC “MAPALUS” 
(Acts of the Apostles 2: 42-47). 


Brothers and Sisters in Christ Jesus! 


In the past in Minahasa we used to hear drumbeats in the village 
in the early morning. People were being called to “Mapalus”. Mapalus 
is a way of working and struggling together in order to conquer the forces 
of nature. Singing people work in their gardens. Time seems to pass 
quickly. 

Before the Gospel came to this area, Mapalus was a religious event. 
People felt that they could not cope without the help of Opo’ Wailan, 
God the merciful, and their Opos, their ancestors. The Opos as well as 
the living and the dead need each other to survive. Relationships with the 
Opos were maintained through religious ceremonies. That was the old 
thinking then. 


These old ceremonies are still visible in the arts, for instance in the 
“maengket” dance. Mapalus cannot really be maintained as it was in the 
old days. Here and there one hears the drumbeats still, but youth of today 
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live with a different set of values. A longing for the past sometimes re- 
emerges because people are reminded of the harmony in times past. Then, 
people in the villages lived together, strove and were happy together. The 
practice of worship was closely connected with the problems and struggles 
of daily life: working and praying, singing and toiling, sowing and giving 
thanks, were corner-stones of life that were closely interconnected. One 
lived for all and became part of the entirety. 


How is it now? 


We must surely be pleased at and be grateful for present progress and 
growth. There is much that we have attained in these years of develop- 
ment. Yet there are also pangs of longing for the old days mentioned 
earlier. 


The story of the first church in Jerusalem, that is the first Christian 
congregation, strengthens these longings. At that time, there lived and 
grew an intimate community. Evidently their life was like one big Mapalus, 
where the welfare of everyone was guaranteed. 


Behind the verse: “They always gathered to break bread and pray” 
(Acts 2:42b) and “None of their members was ever in want” (Acts 4:34a), 
there extended outward an unspoiled world. That is the world meant by 
the Lord God Himself: a Messianic Community. A Messianic Mapalus 
that embraced everyone. It had been so intended by the Lord long ago. 
The people of Israel could have realized it. That is: serving the Lord, singing 
and praying while at the same time building a people that is just and 
caring: “Let there be no poor among you then. For the Lord will bless 
you in the land which the Lord your God gives you for your inheritance” 
(Deuteronomy 15: 4). 


Yet Israel failed. 


Naturally they prayed and sang, they also worked hard, but they 
did not pay enough attention to each other. One would often be made to 
suffer by his brother. Part of the people lived in misery. The poor were 
left in poverty and oppression. 


Suddenly, the Messianic Community, the Messianic Mapalus, that 
we have just spoken of, was born, so much so that people became one for 
all and struggled for prosperity together. After the Feast of Pentecost, 
one group of people became a living Messianic Community of the Lord 
God for the future. History cannot be turned back now. Neither do we 
wish to repeat the past. Yet we are confronted with one question: How 
is it possible that a group of people became an example of the Messianic 
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Community: the Mapalus of the Lord God, based on justice, trust and 
love? 


Often, we see the Spirit of Pentecost as a complete religious power, 
a Spirit that draws people into a church. Apparently, the Spirit of Christ 
is even greater and more active. This Spirit is at the same time a motivating 
force. People turn and repent: from despair to hope, from pain to a life 
of certainty, from worries and fear to courage, from division to unity. 
People live for togetherness. A new form and way of living together begins 
to emerge and grow. 


This is important. We do not live only remembering and reminiscing 
about the past. We are challenged by this Holy Spirit. How can the Spirit 
come to work amongst us, and even as a social force? How can we possibly 
enjoy the unity and harmony of prayer and work, singing and toiling, 
sowing and giving thanks, harvesting and bringing offerings, and reaping 
and giving?. 


Individualism threatens our community somewhat. The values of 
and ties to the past loosen. Can we obtain something new as a replace- 
ment? Something that reveals and points to the Messianic Community, 
to the Messianic Mapalus? This challenge is presented to us. We are called 
to struggle against misery and suffering. Remember, “None of their mem- 
bers was ever in want’’, the verse said. 


In the GMIM’s 60th General Assembly of last year, the parishes 
were determined to overcome this problem completely. Our faith and 
religion is not only related to worship, praying and singing. We are part 
of and in the midst of our people, where, with the power of the Holy 
Spirit, we can take part in and participate in the process of development. 
That is the service of diakonia. Isn’t that what is meant by the Holy 
Spirit, as those in Pangolombian and Pinaras have recently tried, and is 
also meant by other villages around Tomohon and elsewhere here in 
the Minahasa? At Ascencion Day and Pentecost they celebrated the gift 
of the Holy Spirit and had a time of worship. Afterwards, pecple planted 
trees: Accacia, pakobas and tahas trees to prevent erosion and to improve 
water retention and coffee bushes to increase their wealth and prosperity. 
They did it together, yes together and for togetherness. Of course, we 
must be alert in order to guarantee our common ideals. Our community 
will be destroyed if our efforts do nothing for our mutual well-being. 
Thus the social force of the Holy Spirit can direct us all. 
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Our people are hopefully growing, are developing. A clear future i 
spread out before us. The means to it is rooted in the belief that th 
Church of Christ is made possible by the Holy Spirit to demonstrat 
something which is to be like corner-stones of the future, as God ha 
meant. In our district, in our area and homeland, we are building a nev 
future. The Spirit of Jesus gives a direction which hopefully will flov 
into the Mapalus of the Almighty God, that is: singing, and toiling 
attempting and praying, sowing and bringing offerings, reaping and giving 
thanks, so that mutual well-being, peace and justice can become part of 
us. 


The point and direction mentioned earlier can be extended to in. 
ternational struggles, and to the direction of the way our nations can 
live together. The Holy Spirit wants this life to be noble. And the people 
need social strength for this togetherness and for the needs of mutual 
prosperity, so that none may be in want. 


In our villages we need each other, as well as the spirit and soul for 
sharing and giving, for our life together. At the international level the 
same spirit and soul functions. Thus may we from our small villages be 
able to share in the world community where our mutual needs constitute 
a challenge for us and a call for us to overcome them. Only a commu- 
nity like that can be strong. That is, one which provides prosperity and 
favour. 


May our gathering at this Workshop on Community Health bring 
a determination for togetherness that blesses us all and our respective 
nations now and in the future. 


May the Spirit of Christ Jesus be upon young and old, big and small, 
fellow nationals and those who are not, fellows of the faith and those 
of other faiths. And may mercy be exalted such that self-interest and 
greed disappear, to be replace by efforts to guarantee our mutual pros- 
perity. 


AMEN. 


Intercession 
Leader: Let us intercede for the disinherited children of the world. 


A silent emergency goes on around us and it worsened last year 
despite greater international efforts to reverse the trend, caus- 
ing unnecessary death of millions of children. UNICEF reported 
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People: 


Leader: 


People: 


Leader: 


that 40,000 children died each day last yzar; 100 million went 
to bed hungry; 10 million became disabled in mind or body; 200 
million children from six to eleven did not go to school. 


Jesus said: “Let the children come to me, and do not hinder 
them; for to such belongs the Kingdom of God. Truly I say to 
you, whoever does not receive the Kingdom of God like a child 
shall not enter it’’. 


Lord, hasten the deliverance of these and use us in your liberat- 
ing mission. 


Let us intercede for all involved in debasing women, men and 
society by Prostitution Tourism. 


The sexual invasion of developing Asian nations by tourists is 
booming inspite of strong criticism by peoples of Asia. Taiwan, 
Thailand, South Korea, the Philippines, and more recently Nepal 
and Sri Lanka are the worst affected. Much of international 
tourism today is a part of the economic invasion by the advanced 
industrial countries. 


At the root of it is the distorted political and economic rela-— 
tionship between the advanced countries and developing count- 
ries. 


“He was despised and rejected by men, a man of sorrows and 
acquainted with grief, and as one from whom men hide their 
faces, he was despised and we esteemed him not. ” 


Lord, make us see in this portrait of your chosen servant the 
faces of exploited women, refugees, migrant workers, tribals, 
landless poor, unorganised labour, aboriginals and all who are 
despised, and use us in your liberating mission. 


Let us intercede for those who have no rights. 


The daily press in India is replete with stories describing the 
crudest violations of basic human rights against the weaker sec- 
tions of society. Harijan landless labourers are burnt to death 
or shot, their women are raped, their villages are set on fire, 
their crops are destroyed, when they dare to organise themselves 
and claim their dignity and just wages. Their struggles against 
landlords are often met with the most cruel repression, not only 
by local vested interests, but also the state machinery (police, 
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People: 


Leader: 


People: 


Leader: 


army, judiciary, etc.) which is often on the side of the politica 
ly and economically powerful landlords. 


Lord, cast down all oppression and empower your Church an 
your people to struggle to make your righteousness dwell amon 
us. 


Let us intercede for all oppressed situations in Asia and for thos 
committed to restoring freedom, dignity and justice in society) 


Dissidents are brutally tortured in Korea. The struggle of work 
ers, farmers and students for democracy and justice has bee: 
incessant. This has led to many people being arrested, confine 
and tortured in underground interrogation cells to get then 
to confess their “attempt for socialist revolution’. Yet th 
struggle goes on. 


Lord, send us forth to proclaim freedom for the oppressed anc 
release to the captives. 


Let us pray for peace, disarmament and development. 


The stock pile of nuclear weapons accumulated by the world’ 
nuclear powers has reached 50,000, totalling over one millior 
times the explosive power of the Hiroshima bomb. The stock 
pile represents the equivalent of 3.5 tonnes of T.N.T. for every 
person onearth.... 


The diversion of resources from civilian needs is a silent killer 
curbing productivity and development, and adding more million: 
to the hundreds of million of people who lack the most basic 
necessities of life. . . In 32 countries, governments spend more 
for military purposes than for education and health care com. 
bined. 


Although no nuclear holocaust has occurred, at least 10 million 
people have died in “local wars’ since World War II, more civi- 
lians than soldiers. 


Response and re-dedication 


Let us respond to God as individual men and women. 


O God, your Son Jesus taught us that we are far more precious 
than the lilies of the field and birds of the air. All people are your children 
but the forces that stand against your Kingdom have brought about dis- 
crimination, poverty and inhumanity that divide us. 
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O Lord, help each of us to respond to the call of your Kingdom that 
we may risk involvement in. 


Let us respond to God as the Church in Asia... . 


O Lord, your son Jesus showed us the way to the Cross to be the 
way to Life. It is your will, O Father, that we, as the Body of Christ, 
take the path of vulnerability and powerlessness. Guide your Church in 
Asia to pursue the weightier matters of the law and the prophets, so that 
the church, like its Master, may side with the poor, the orphan and the 
outcaste. 


Let us respond to God as one Asian family .... 


We affirm, O God, that you are the Lord of all nations and that you 
steer the destinies of our nations. Our nations are wasting their resources 
on the machinations of war and destruction. Repression and militarism 
are increasingly becoming the style of our rulers. Help us to understand 
that the ruler and the ruled both stand accountable to you. 


Awaken us to join, in your name, forces that strive for a just order 
among all peoples and cultures in Asia and the nations of the world. 


Strengthen, O God, our commitment with the bonds of your love. 


All: LORD’S PRAYER 


Commissionary Words: 


And preach as you go, saying, The Kingdom of Heaven is at hand. 
Heal the sick, raise the dead, cleanse lepers, cast out demons. 


You received without paying, give without pay. And the God of peace 
will be with you. 
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WORSHIP AND BIBLE STUDY 


Day Theme Leader 


1 Monday,16 May The Image of Birth Rev. Mrs. J.T. Posumah 
| 1983 


2 Tuesday,17 May Jesus Christ, the Life Rev. Dr. Ch. De Jonge 
1983 of the World 


3 Wednesday, 18 May The Two Ways Rev. F.S. Lalamentik 


1983 
4 Thursday,19 May Preaching, Teaching Rev. F. Kapoyos 
1983 and Healing Brings 


Wholeness 


5S Friday, 20 May The Water of Life Rev. Mrs. B. Pandeirot 
1983 


6 Saturday,21 May Closing Service 
1983 


The Organisers of the Workshop are extremely grateful to the 
GMIM and the Theological Seminary, for contributing so richly to the 
worship and Bible study activities of the Workshop. 


Morning Worship & Bible Study 
Day 1: Monday, 16 May 1983 


PRELUDE 
CALL TO WORSHIP 


Greeting (All standing). 


Leader: Grace to you and peace from Him 
who is and who was and who is to come, 
and from Jesus Christ the faithful witness, 
the firstborn of the dead. 
To Him who loves us 
and has freed us from our sins by His blood, 
and made us a kingdom, 
and priests to His God and Father, 


People: To Him be glory and dominion 
for ever and ever. Amen. 
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Adoration. 


Leader: 


People: 


This is the day, Lord, 

when you give the breath of life to this world, 
when you enkindle a fire of love in men. 

Today is the day 

that we are called together to be Your Church. 

We thank You with the words, | 

the seed that You have sown in us 

and we admire You in the power of the Holy Spirit 
and joyfully proclaim You as our Father. 


Grant us, O Lord, a sign of life, 

show us, O God, how much we mean to You. 
Come into our midst with Your word of creation 
Make us fit to receive You 

and grant us Your peace. Amen 


Hymn of Praise: PRAISE TO THE LORD. 
Gospel Reading: (The People seated). John 16:19-22. 


Now Jesus knew that they were desirous to ask him, and said unto 
them, Do ye enquire among yourselves of that I said, A little while, 
shall not see me? I say unto you, that ye shall weep and 
lament, but the world shall rejoice: and ye shall be sorrowful, but your 
sorrow Shall be turned into joy. A woman, when she is in travail, hath 
sorrow, because her hour is come: but as soon as she is delivered of the 
child, she remembereth no more the anguish, for joy that a man is born 


and ye 


into the world. 


And ye now, therefore, have sorrow: but I will see you again, and 
your heart shall rejoice, and your joy no man taketh from you. 


Prayer before the Reflection: 
Lord, 


if 
long 


history can create images, 


and icons can carry such long feelings 
and facts about faith, 

and paintings can become classic, 
and pictures can reach out to me, 


then 
help 


me be more quiet 


to hear and to see images. Amen. 
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Biblical Reflection: THE IMAGES OF BIRTH (John 16:19-22). 


i 


In a number of biblical passages, the literal birth of a child is a 
important event, particular in symbolising the blessings of parenthoo¢ 
and having descendants. See: 

Gen : 16:1-6; 1-7 the stories of Sarah. 

Exodee 271-10 Moses 

Judg : 13 Samson 

I Sam: 1 Hannah 

Luke: 1 Zecharia and Elizabeth. 

And the most familiar case is: the birth of Jesus. 

Share in the group what your people and culture see in and from 
birth. 


John 16:19-22 signifies the absence of Jesus as an invisible presence 
of Jesus. Just as the baby is not in fact absent before birth but invi- 
sibly present, Jesus’ absence should be reinterpreted as an invisible 
presence. Later, this invisible presence will subsequently be changed 
into a visible one. Just as the invisible child becomes visible after birth, 
the invisible Jesus will become visible. 


In the world today a new born baby is not always welcome and 
accepted as to bring joy to the mother, parents, family or society; 
instead, it worries them and adds another burden. How, then, can this 
image of birth function as an image of hope ? How can people be 
assured that the visible Jesus will bring joy to their lives? 


Technology and medical world now can contro] pregnancy and birth. 
A new image of birth emerges. Birth control is not merely a medical, 
socio-economical, political or ethical problem, but also a theological 
one. Is this not a ‘playing God’ game when a man determines another’s 
life and existence ? 


A woman’s fate, so they say, is to suffer during the hour of giving 
birth. Therefore, perhaps, the text more often emphasizes the joy of 
receiving the baby rather than the suffering of the mother. 


Regarding that, in the Bible a woman is identified with the weak, 
low, poor, and helpless. How do we see the suffering of such people 
in our world today ? How do we react to it ? How often we hear 
comforting word such as, “Patience, your suffering will soon be 
over, there will be no more tears in the kingdom of heaven”; “Phy- 


sical suffering is not important, just remember that the blessing of 
the soul is what matters”. 
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5. How do you relate this image of birth to our dream, “Health Care for 
All by the Year 2000” ? Could we identify the year 2000 with the 
happy event anticipated by a woman who is about to give birth?” She 
is happy that a baby has been born into the world. Could we also 
identify our health care effort as helping a woman to overcome her 
suffering during labour ? 


Prayer of Thanksgiving and Intercession: 
Hymn of Praise: GOD OF GRACE AND GOD OF GLORY. 


Prayer of Dedication: (All standing). 


You have made Your dwelling among us, God, 
and You are present, wherever men live; 

we cling to this grace. 

Make us honour Your presence 

and make us wise and strong enough 

to build each other up into Your city on earth, 
the body of Christ, a world fit to live in 

today and for ever. Amen. 


Morning Worship And Bible Study 
Day 2: Tuesday, 17 May 1983 


PRELUDE 
CALL TO WORSHIP 


Hymn: O Spirit of the Living God. 


4. O Spirit of the living God 
Thou light and fire divine, 
Descend upon thy Church once more 
And make it truly thine ! 
Fill it with love and joy and power, 
With righteousness and peace, 
Till Christ shall dwell in human hearts, 
And Sin and sorrow cease. 
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2. Blow, wind of God! 
With wisdom blow until our minds are free 
From mists of error, clouds of doubt 
Which blind our eyes to thee, 
Burn, winged fire ! 
Inspire our lips with flaming love and zeal 
To preach to all thy great good news, 
God’s glorious commonweal. 


Scripture Lesson: Luke 4:16-22 (Good News Bible). 


Jesus is rejected at Nazareth. 


Then Jesus went to Nazareth, where he had been brought up, and 
on the Sabbath he went as usual to the synagogue. He stood up to read 
the scriptures and was handed the book of the prophet Isaiah. He un- 
rolled the scroll and found the place where it is written, “The Spirit 
of the Lord is upon me, because he has chosen me to bring good news 
to the poor. He has sent me to proclaim liberty to the captives and re- 
covery of sight to the blind; to set free the Oppressed and announce 
that the time has come when the Lord will save his people.”’ Jesus rolled 
up the scroll, gave it back to the attendant, and sat down. All the people 
in the synagogue had their eyes fixed on him, as he said to them, “This 
passage of scripture has come true today, as you heard it being read. 
They were all well impressed with him and marvelled at the eloquent 
words that he spoke. They said, “Isn’t he the son of Joseph?” 


Short Explanation 


Today’s discussion will deal with the problem of “Health for all by 
the year 2000”. Concepts will be discussed, and strategies developed. 
Although the discussion will be centred around medical and technical 
problems, we as Christians, working in the field of health-care, may 
never see our plans for the future apart from our belief in Jesus Christ, 


which is the core of our hope and expectation. 


Our beliéf’ that. in Jesus Christ God revealed to us the coming of 
His Kingdom, gives us the strength to struggle for a future where mankind 
will be living more aécordipg to the outlines of the Kingdom, as set forth 
by Jesus. We are abfete work on a future that will be healthier and more 
humane, because God. ‘guarantged in the resurrection of our Lord His 
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victory over all dehumanizing powers, including illness, poverty and 
hunger. Because Jesus is the Life of the World, we can struggle to improve 
conditions of life for our fellow-men. 


As we read in our Scripture Lesson, Jesus points to Himself as the 
one who fulfills the prophesies of the Old Testament prophets. He makes 
clear to His fellow citizens of Nazareth, that it is He who will bring the 
Good News to the poor, the proclamation of liberty to the captives, as 
prophesied by Isaiah. Elsewhere (Luke 7: 18-23) Jesus also mentions 
healing of the blind, the lame, the lepers and the deaf, as a sign that 
He himself is the embodiment of the fulfilled promises of God to Israel. 
“This passage of scripture has come true today, as you heard it being 
read.” And we remember the healings of Jesus. His acts of liberation 
towards the sinners and the cripple, and finally His victory over death, 
revealed in His resurrection; all signs and even proofs that God’s Kingdom 
really has come into the world. 


Yet, at the same time, we remember all the poor people who never 
heard any Good News, the captives who never were liberated, the blind 
who still cannot see, the oppressed who still suffer from violence, the 
leprosy that has not yet been overcome. Thus, it is clear enough that 
God’s Kingdom still has to be completed. Much sorrow, injustice and 
disease has to be overcome before we wholeheartedly can say : “All 
this has come true today.” In the meantime we have to fight against 
our fear and despair that “ the year when the Lord will save His people” 
never will come. We badly need each other’s help and encouragement to 
keep our faith, our hope and expectation alive, and to overcome our 
despair and feelings of powerlessness. But, above all, we need the encou- 
ragement of the Holy Spirit to stand firm within this broken world for, 
nevertheless, the victory of God’s Kingdom already has been proclaimed 
once for all in Jesus Christ, the Life of the World. 


Introduction to the Group Discussion 


The aim of the group discussion is not the exchange of medical- 
technical knowledge, but the sharing of feelings of hope and despair, 
expectation and frustration, which everyone of us may experience in 
her/his work in the field of health-care. 


1. Where, in your work situation, do you. be signs of Christ’s victory 
over illness and impediments in the struggle for nealthier rp: con- 
ditions ? 1 OV; ; 
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2. Where, in your working situation, do you run up against conditions, 
forces etc. that obstruct a better health-care for all ? 


3. Do you, nevertheless, see possibilities, for yourself and the people 
with whom you work, to relate this frustration to the victory of 
Christ that is proclaimed by Scripture ? 

4. Do you see possibilities of realising, in and through your work, a 
situation that is more according to the image of the life of God’s 
Kingdom as drawn in the Gospel ? 


Each group is asked to write down the results of the discussion in a 
few appealing sentences or questions, on which all participants can 
meditate during the ‘Meditation Time’’. 

Each group is also asked to note down some issues that can be contri- 
buted to the Prayer of Thanksgiving and Intercession that will be prayed 
in the form of a Collect (i.e. after a short introduction, representatives of 
each group will bring the expectation and despair, as discussed in their 
group, before God). 


Group Discussion 


Meditation Time 
Prayer of Thanksgiving And Intercession 
Hymn: ‘Take my life and...... ‘ 


Prayer for God’s Blessing. 


Morning Worship & Bible Study 
Day 3: Wednesday, 18 May 1983 
CALL TO WORSHIP 
Leader : In various ways God spoke to us by the prophets. 


People : We acknowledge the one who is beyond all times and places, 
and who gives us our life. | 


Leader : But in these days God has spoken to us by a Child. 


People : We receive the Word in Jesus the Christ as the one redemptive 
possibility. 
Leader : Let us love one another, for love is of God, and whoever 


loves is born of God and knows God. 


People : We affirm the call to live our lives as an offering for all people. 
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Invocation 


Leader : Come Holy Spirit ! 


People : Inspire us in this time of worship. 

Leader : Inspire us so that we can breathe new life into old dreams. 
People : So that we can lose ourselves to find ourselves. 

Leader : So that wecan love without counting the cost. 


People : Come, Holy Spirit ! 


All 


AMEN 


Hymn: The way of the cross leads home 


i. 


I must seek go home by the way of the cross 
There’s no other way but this, 

I shall ne’er get inside 

Of the gate of life 

If the way of the cross I miss. 


Ref: The way of the cross leads home 
The way of the cross leads home 
It is sweet to know as I onward go 
The way of the cross leads home. 


Then I bid farewell to the way of the world, 
To walk in it never more, 

And my Lord said: “Come”, 

And I seek my home, 

Where He waits at the open door. 


Ref: 


New Testament Lesson : Matthew 7:13-14 “THE TWO WAYS”. 


“Enter by the narrow gate, since the road that leads to perdition 
is wide and spacious, and many take it; but it is a narrow gate 
and a hard road that leads to life, and only a few find it.” 

(The Jerusalem Bible) 
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Introduction 


The idea or image of “the way” is an important one. The image of 
the two ways — of the way to life, and the way to death (destruction, 
perdition). Matthew illustrated that there are two gates. One is wide and 
the road that leads to it is easily found. Men follow it instinctively, almost 
without thinking. There are many who travel on it with comfort and 
convenience. The other road that leads to the narrow gate is hard to find, 
and travelling on it is difficult. There are but few people who find it and 
travel on it. 


The call to follow Jesus is an invitation to pass through the narrow 
gate as a new version of the appeal to Israel to choose the way to life. (c.f. 
Deut. 30:15-20). The people are called to choose, and the choice is a 
matter of life and death. Discipleship is a journey on a narrow road and 
this choice involves many difficulties. The total Stress is placed on the 
necessity of choice, on the fact that there are few who “find” the gate 
and the way. Nevertheless this is the way to life. Life cannot be, nor en- 
joyed as it should be, except through this way. The way of life is both 
difficult to find and difficult to follow. It demands vigilance at every 
moment. 


Jesus does not state precisely what the gate is, or what is the way. 
In reality, however he has been discussing it throughout the entire pre- 
ceding discourse — in the Beatitudes (Matt. 5-7), in the teaching on the new 
righteousness, in all the warnings of chapters 6 & 7. To whom do we 
choose to belong ? Whom will we follow ? (see Matt. 6:24). To follow 
him is to choose the narrow way, to renounce self (see Matt. 16: 24-26) 
It is to give all as he has given all. Here the ethic of the discourse is in- 
separable from the Person of the one who spoke it, and who only can 
achieve for us both its promises and its demands. 


The image of the way in the Bible is rich in metaphorical meaning. 
It is used to denote the course of nature. (read Prov. 30:19). But also 
modes of human conduct, attitudes, habits, customs, even human plans, 
Purposes, and undertakings are called “ways”, and “ways” can be right 
or wrong. The Lord’s way is the right way, the wrong way is not the 
Lord’s way, and what is not the Lord’s way is the wrong way (Read 
Psalm 1). Are there insights to be gained from a deeper contemplation of 
the Biblical images of the way? 


a. It is the Lord who sets or presents the options when it is a matter 
of the way to life and the way to death (Jer.21:8). But it is the Lord 
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who sets the way to life which God blesses, and the way to death 
which God curses. (Deut.30:19). 


It is God who decides which way leads to life and which way leads 


to death. In our text, the two ways are connected with the coming rule 
of God in Jesus, and it is Jesus who authoritdtively commands that one 
should go and enter the narrow gate. This insight of the way to life and 
the way to death originates from God’s decision. He blesses the one and 
curses the other. 


b. 


God’s decision about which way leads to life and which to death 
becomes for men and women an option which they themselves 
must choose or decide on. The coming of God’s rule in Jesus creates 
a cross road, and a man or woman is enjoined to go the way into the 
Kingdom, and avoid the way that leads away from it. God setting 
the options becomes the occasion of freedom to make the most 
fundamental choice one can ever make as a human being, namely, 
the choice to walk the way before God towards fullness of life, or 


away from Him towards destruction or death. We are free to choose 
at a most basic level in our lives. 


The decision we have to make with respect to the options God 
sets before us in his rule in Jesus is the most determinative and for- 
mative we can ever make. A way points to a specific direction namely 
to the future, to what is ahead. The choice of a way is a fateful 
choice. We are fated by the choices we make. Freedom once exer- 
cised formatively becomes fateful. The Kingdom comes, but we 
must enter it. When once a choice of way or entry is made at this 
fateful level, there cannot be a turning to the left or to the right. 
The only turning is a metanoia, a turning to the Lord, which in 
fact amounts to a new beginning. But the possibility of repentance 
is a matter of grace, depending upon God’s initiative. Freedom de- 
pends upon grace. 


The goal of the way is realised precisely by being on the way to- 
wards it. The Kingdom comes, and it comes to where we are and we 
can enter it precisely where we are. It becomes for us nvi only a 
goal but the beginning of a journey; in fact the journey itself. This 
is characteristic of being on the way, of pilgrimate. Life on the way is 
pilgrimage. In a pilgrimage there is a joyful living of the future in the 
present, so that the future is instrinsic to the present. The narrow 
way leads to a fulfilment; and the glory at the end of the road is 


anticipated in the narrowness of the way itself. 
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But life as a pilgrimage could also be experienced in the opposit. 
way. Death has overtaken life, and life itself has become a pilgrimag 
towards death. The signs and portents of death are all around us 
Is it possible that our pilgrimage on this planet has become a pil 
grimage of death? It takes real effort and struggle to affirm life 
Can’t we celebrate life withoug struggling, and fighting for it? Is 
it possible that we are in the wrong way and have entered the wrong 
gate ? Is it too late to make a turn and begin anew ? Are we so bereft 
of grace that we can no longer believe that even now God sets before 
us in Jesus Christ the way to life, the way to the cross, the way of 
resurrection and glory ? 


Group Discussion 


General Prayer 


Jesus calls us to share in his priesthood and carry on his work; to be 
light in the darkness, to be hope in the midst of despair, to be life 
where there is death. Let us now pray in his name saying: 


People God, hear our prayer. 

Leader For our world, and for the peace and unity of all people, 
let us pray to God. 

People God, hear our prayer. 

Leader For all who are victims of diseases, war, and injustice, let 
us pray to God. 

People God, hear our prayer. 

Leader For our leaders, our government, and all who bear the res- 
Ponsibility in this very land, that they may be given wisdom 
and insight into the problems of our times, let us pray to God. 

People God, hear our prayer. 

Leader For our community, that we may give ourselves in love and 
service to those in need, let us pray to God. 

People God, hear our prayer. 

Leader That we may not be deaf to the call of the spirit, let us pray 
to God. 

People God, hear our prayer. 
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Leader 


People 
Leader 


People 
Leader 


People 
& 


Leader .. 


For the sick and for those who must bear suffering and an- 
guish, and for those who have died, let us pray to God. 


God, hear our prayer. 


: That our sins, our insensitivity and coldness of heart, our 


selfishness and misuse of God’s gifts, may be forgiven; and 
that the life of the risen Christ may be renewed within each 
of us, let us pray to God. 


Go, hear our prayer. 


And now, in silence, let us add our own prayers for all who 
stand in need..... God, accept our prayers and help us with 
your spirit to be faithful stewards of your many gifts and 
bearers of new life to those in need. This we ask through 
Jesus Christ. 


. AMEN. 


Hymn Of Dedication: “Now thank we all our God.” 


Benediction: Go, live as people of God, in the Name of Christ and by 


PRELUDE 


the power of the Holy Spirit. AMEN. 


Morning Worship & Bible Study 
Day 4: Thursday, 19 May 1983 


CALL TO WORSHIP 


Prayer 
Leader 


People 


Almighty God, unto whom all hearts are open, cleanse the 
thoughts of our hearts by the inspiration of your Holy Spirit 
that we may perfectly love you; through Christ our Lord. 


Most Holy and merciful Father, we acknowledge you and 
confess before you our sins and shortcomings. You alone 
know how often we have sinned, in wasting your gifts; in 
forgetting your love. But Lord, have mercy upon us. Cleanse 
us from our secret faults. Help us to live in your light and 


By 


walk in your ways: According to the commandments of 
Jesus Christ our Lord. AMEN 


Hymn 
God of our life, through all the circling years, 
We trust in Thee 
In all the past, through all our hopes and fears, 
Thy hand we see. 
With each new day, when morning lifts the veil, 
We own Thy mercies, Lord 
which never fail. 
(CCA Hymnal No. 89 : 1) 

Litany 

Leader Father, Creator of the world, who has made man in your 
image to have dominion over other creatures, we thank you 
for the blessing of labour whereby we are made workers 
together with you. Bless and guide us, we beseech you. 

People From pride and tyranny over the bodies and spirits of men; 
from laziness and inhumanity, O Lord, deliver us. 

Leader From injustice and violence, from all denial of our common 
humanity, and our fellowship in Christ. O Lord, deliver us. 
We beseech you for all who have lost the reward of their 
labour 
For those who cannot find work 
For those who will not work; 

For the homeless, and the friendless 
For suffering people, the sick, and the disabled. 
Hear us we beseech you. 

People Oh Lord, Grant us all the spirit to labour heartily to do 
work in our several stations in serving one Master and serving 
the others. Teach us to put to good account whatever talents 
you have given us, and enable us to redeem our time by 
patience and zeal; through Jesus Christ our Lord, Amen. 

Bible Study: 


Preaching, Teaching and Healing Brings Wholeness. 
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Introduction 


If we read Matthew 9:35 with the background of Matthew Chapters 
4-10, we find that the text 9:35 is the same as the text in 4:23. Matthew 
4;23 introduces the ministry of Jesus and Matthew 9:35 is the summary 
of the aim of the mission of Jesus: teaching, preaching and healing. 


Investigation 
We note 12 cases in Jesus’ ministry according to Matt. Chapters 4—10. 


1. Jesus teaches and proclaims the good news about the Kingdom 
of God (5:1—7:29). 


Jesus heals a man suffering from a dreaded skin-disease (8:1-4) 
Jesus heals a Roman Officer’s servant (8:5-13) 

Jesus heals many people (8:14-17) 

Jesus calms a storm (8:23-27) 

Jesus heals two men from demons (8:28-34) 


Jesus heals a paralysed man (9:1-7) 


oN DN FF W bw 


Jesus_ calls Matthew. Jesus answered: “People who are well do not 
need a doctor, but only those who are sick” (9:9-13) 


9. Jesus heals the official’s daughter (9:18-1 9) 
10. Jesus heals a woman who touched his cloak. 
11. Jesus heals two blind men 


12. Jesus heals a dumb man. 


Reflection 


In Matt. 9:35, we see expressed in one sentence, the great threefold 
activities which were the essence of the life and mission of Jesus: preach- 
ing, teaching and healing. 

1. Jesus was the herald. Jesus was the one who brought a good message 
from God. Preaching must always be the proclamation of certainties. 
Therefore, Jesus came to defeat men’s ignorance. Jesus came to tell 
them the truth about the Kingdom of God. 


2. Jesus was teacher. He came teaching in the synagogues. Preaching is 
the uncompromising proclamation of certainties; teaching is the 
explanation of the meaning of them. Therefore, Jesus came to tell 
men the meaning of true religion. 


eo? 


3. Jesus was healer. The gospel which Jesus brought did not stop 
words; it was translated into deeds. If we read through the Gospe 
we will see that Jesus spent far more time healing the sick, feedi 
the hungry and comforting the sorrowing than He did merely talki 
about God’s Kingdom. Both preaching and teaching were presente 
in words. He came to heal, to cure and to care for all those who wet 
in need of healing. That is to say, Jesus came to defeat men’s paii 
The important thing about Jesus is that He was not satisfied wit 
simply telling men the truth in words; He came to turn that truth int 
deeds. Jesus realized His own preaching and teaching in deeds of hel 
and healing. 


That He was. the divine Physician is something which Jesus claime 
for himself. After Jesus had called Matthew to follow him, Matthew ir 
vited his fellow-outcasts to dine in his house. At that meal Jesus ws 
present. The Scribes and Pharasees were openly shocked that he shoul 
sit at a meal with tax-collectors and sinners. There Jesus states his clair 


to be divine, the Physician who came into the world to cure the sic 
(Matthew 9:9-13, par). 


Scripture Reading : Matthew 9:35 — 10: 1-8. 


And Jesus went about all the cities and villages, teaching in thei 
synagogues, and preaching the gospel of the kingdom, and healing ever 
sickness and every disease among the people. 


But when he saw the multitudes, he was moved with compassion oi 
them, because they fainted, and were scattered abroad, as sheep havin 
no Shepherd. Then said he unto his disciples, the harvest truly is plenteous 
but the labourers are few; Pray ye therefore the Lord of the harvesi 
that he will send forth labourers into his harvest. AND when he ha 
called unto him his twelve disciples, he gave them power against uncleai 
spirits, to cast them out, and to heal all manner of sickness and all manne 
of disease. Now the names of the twelve apostles are these: the firsi 
Simon, who is called Peter, and Andrew his brother; James the son o 
Zeb -e-dee, and John his brother; Philip and Bartholomew; Thomas, an 
Matthew the publican; James the son of Al-phae’us, and Leb-bae‘-u 
whose surname was Thad-dae’-us; Simon the Cananite, and Judas Iscario 
who also betrayed him. These twelve Jesus sent forth, and commande 
them, saying, Go not into the way of the Gentiles, and into any city of th 
Sa-maritans enter ye not; But go rather to the lost sheep of the house « 
Israel. And as ye go, preach, saying, The Kingdom of Heaven is at hanc 
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Heal the sick, cleanse the lepers, raise the dead, cast out devils: freely ye 
have received, freely give. 


If then Jesus regarded healing as a central part of his work, He was 
fully in line with the religious thoughts of his day. And He certainly did 
so. He regularly connected the Kingdom of God and the healing of the 
bodies of men (Matthew 4:23; 9:35). He went about all Galilee, teaching 
in their synagogues and preaching the gospel of the Kingdom and healing 
every disease and every infirmity among the people. When He sent out 
apostles on their mission, his instructions to them were that they were to 
preach that the Kingdom of Heaven was at hand, and as they preached, 
they were to heal the sick, raise the dead, cleanse the lepers and cast 
out demons (Matthew 10:7.8). In Jesus’ mind there was clearly the closest 
connection between the coming of the Kingdom and the conquest of 
suffering and the defeat of disease and pain and death. If Jesus was the 
one who brings the Kingdom, then he was necessarily the healer of men, 
both in body and soul, both individually and socially. 


In the New Testament soteria is the word for salvation and it is 
interesting and significant to remember that soteria was not originally 
a theological or specially religious word but meant health, safety, welfare, 
Security in general. The history of the word soteria makes it clear that 
the supreme one who brings it must be physician both of the bodies and 
souls of men. The true Christian salvation is salvation of body and soul 
alike. 


Jesus preached that He might defeat all ignorance. He taught that He 
might defeat all misunderstandings. He healed in order that He might 
defeat all pain. We, too, must proclaim our certainties; we, too, must 
turn ideas into actions and into deeds. Matt. 9:36, when Jesus saw the 
crowd or the ordinary men and women, He was moved with compas- 
sionate pity. When we study these passages (Matt. 9:36; 14:14; 15:32; 
20:34; Mark 1:41, Luke 7:13), we are able to see the things which moved 
Jesus. He was moved to compassion by the world’s sorrow, the world’s 
hunger, the world’s bewilderment, the world’s loneliness, and the world’s 
pain. He was moved with compassion for the sick; (Matt. 14:14); for the 
blind (Matt. 20:34); for those in the grip of the demons (Mark 9:22). In all 
our afflictions He is afflicted. He could not see a sufferer but He longed 
to cure the pain Matt. 9:37-38. Here is one of the great Christian truths 
and one of the supreme Christian challenges. Jesus Christ needs workers. 
When He was upon this earth, His voice could reach but a few. It is Christ’s 
purpose that every man should be a “Missionary” Matt. 10:1-4. We may ask 
why Jesus chose twelve special apostles. The reason is very likely be- 
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cause there were twelve tribes; just as there were the twelve tribes o 
Israel in the Old Testament, in the New Testament as well there ar 
twelve apostles of the new Israel. In the New Testament it is the work, anc 
not the workers, that is glorified. The New Testament is very conscious 
of their greatness in the Church (Rev. 21:14). 


The King’s messengers had words to speak and deeds to do. 


They had to announce the imminence of the Kingdom. As we have 
seen (Matthew 6:10,11) the kingdom of God is a society on earth, 
where God’s will is as perfectly: done as it is in heaven. Here in the 
life of Jesus, is the Kingdom. In Jesus the Kingdom of God has come. 


But the task of the twelve was not confined to words; but were seen in 
deeds. They had to heal the sick, to raise the dead, to cleanse the 
lepers, to cast our demons. All these injunctions are to be taken 
in a double sense. They are to be taken physically, because Jesus 
Christ came to bring health and healing to the bodies of men, but 
they are also to be taken spiritually. They describe the change brought 
by Jesus Christ in the souls of men. 


They are also to be taken socially. Jesus healed and reconciled the 


injured human relationships. 


a) They are to heal the sick. When Christ comes to a man, He 
strengthens the weak. 


b) They are to raise the dead 
c) They are to cleanse the lepers. 


d) They are to cast our demons. 


Questions for Discussion 


1 


There is only one single ministry with one purpose, namely, to 
introduce the Kingdom of God and to invite people to enter into it. 
The teaching of Jesus expressed the Significance of His teaching. 
The whole teaching and healing of Jesus means: “The Kingdom of 
God is near”. 


Jesus Our Saviour is the one who saved us and healed our suffering. 
He did not teach some morality, but rather realized the Kingdom 
of God. 


All sufferings and sicknesses were healed by Jesus, both the body and 
soul alike. 
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10. 


The climate of culture in the Bible and the way of thinking accen- 
tuated the unity and the wholeness of the Creation of God. We 
need a holistic method to interpret this Bible passage. 


The Bible consists of the Saving acts of God. In the Old Testament 
it is God who acts, to create and care for the people of Israel. In 
the New Testament Jesus brought the realm of the Kingdom of God. 
God’s saving acts had implications in the life and mission of His 
people. It is proper that the Church too participate in the saving 
ministry of Jesus. 


Man does not have a body; he is a body. He is flesh-animated-by-soul, 
the whole conceived as a psycho-physical unity. “There is little trace 
of body-soul dualism; instead, man is regarded as a unity. This per- 
sonal unity that is man can be called, as a whole, either soma (body), 
or psyche (soul, or sarx (flesh) or pneuma (spirit) depending on the 
point that none of the terms refers to part of man; they all refer 
to the whole. 


The Bible teaches us about God’s saving acts in Christ. All the saving 
acts of God invited the Church to give a response to it. Those res- 
ponses must be suitable and parallel with the saving acts of God. 
The whole mission of the Church must be actualized in the context 
of the saving acts of God or in the realm of God’s Kingdom. 

If a Bible passage told about one aspect of human life, for instance: 
a physical illness (e g leprosy), usually it is a symbol of a phenomenon 
in the society. 

The writer of the Gospel according to Matthew did not separate 
Christology and Ecclesiology; Jesus and His people are two aspects 


in the Matthaean “history of salvation”. Matthew explains the task 
of Jesus in order to describe the work of the Church. 


Our holistic method to study this Bible passage : 


Al. What kind of acts or ministries of God/Jesus are told here? 


A2. Are the ministries of God’s people parallel with the saving acts of 
God? 

B1. What is the meaning of God/Jesus’ ministry in the frame work of 
all contexts: physical, social and psychological aspects? 


B2. If the activities of God touch the human needs in physical, 
social and psychological aspects, then is the ministry of the church 
and the congregation parallel or in keeping with the acts of God? 
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Discussion Scheme 


A.l. 
A.2. 
B.1. 


B.2. 


Prayer: 


The Acts of Jesus 
The Acts of the Church 


Physical Social — Spiritual 


psychological 


The physical acts = The social-psycho- The spiritual 
of the Church logical acts of acts of the 


All: 


PRELUDE 


the Church. Church 


Lord, make me an instrument of your peace: 
Where there is sickness, let me bring cure 
Where there is suffering, ease 

Where there is sadness, comfort 

Where there is death, acceptance and peace. 
Grant that I may not : 

so much seek to be justified as to console, 
to be understood as to understand, 

to be honoured as to love. 

For, it is in giving ourselves that we heal, 

it is in listening that we comfort and in 
dying that we are born to eternal life. 

In Jesus Christ our Lord. Amen. 


Morning Worship & Bible Study 
Day 5: Friday, 20 May 1983 


CALL TO WORSHIP 


Leader 


People 


Leader 


The one who sits on the throne says, 
“Behold I make all things new”. 


You are the first and the last, 
the beginning and the end. 


Then I saw a new heaven and a new earth. 
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People : Now God’s home is with humankind: 
He will live with us, 
and we shall be His People; 
God Himself will be with us 
and He will be our God. 


Hymn 
God of grace and God of glory 
On Thy people pour Thy power 
Crown Thy ancient Church’s story 
Bring her bud to glorious flower 
Grant us wisdom, grant us courage 
For the facing of this hour 
For the facing of this hour 
(CCA Hymnal 74:1) 


Bible Study THE WATER OF LIFE 
The Image of Water 


Water is one of the most common substances. It is basic to survival, 
a requirement for all plant growth. It provides the habitat for the vast 
marine life. Within human history and experience it conveys three domi- 
nant possibilities that affect our life: 
— as life-giving water for consumption, growth, preservation, nurture. 


— as cleansing water to purify our bodies, our communities, our food, 
our clothes, our sanitary needs. 


— as threatening water in flood, storm, torrent, and through contami- 
nation. 


Wherever we live on this planet earth, we are in contact with water daily. 


What are the “images’’ of water that have strong associations for us ? 


Do we hold water as a great blessing or a major threat ? 
Do we take water for granted or do we seriously think about our depen- 
dence upon it ? 


Is water one of those essentials for life that are understood usually in 
quantity — a cup of water in the desert, an ice floe in the Arctic, the 
whole ocean for an islander ? 
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The image of water in the Bible 


Biblical references to the image of water include all of the dimension: 
of the image noted above. Among the noteworthy passages are the fol 
lowing : 


Gen. 2 cesei 0: : rain, rivers, to water the earth. 

Gen. Gusese sl. : the flood. 

Exod.14 : delivery of Israel through the Red Sea. 
(cf. 1 Cor. 10 : 1-4). 

Ps; sls :  fruit-bearing trees by the stream. 

Ps. 23a : pools of fresh water for refreshment. 

Eze:47 ae : water flowing from below the temple 

Joel 35a : streams of Judah flowing with water. 

Zech.14 : 8 : living water from Jerusalem 

Mark 1 : 9-13 : baptism of Jesus. 

John 4 : 10 : life giving water. 

Eph- S*3ameG : the church cleansed by water and the 
word. 


The River of the Water of Life (Text : Revelation 22: 1-5). 


The angel also showed me the river of the water of life, sparkling like 
crystal, and coming from the throne of God and of the Lamb and flowing 
down the middle of the city’s street. On each side of the river was the 
tree of life, which bears fruit twelve times a year, once each month, and 
its leaves are for the healing of the nations. Nothing that is under God’s 
curse will be found in the city. The throne of God and of the Lamb will 
be there, and his servants shall worship him; they shall see him face to 
face, and bear his name on their foreheads. There shall be no more night, 
nor will they need the light of lamp or sun, for the Lord God will give 
them light; and they shall reign for evermore. 


This section of Revelation has strong associations with the vision of 
Ezekial (47:1-12) and Zechariah (14:8). In Eze. 47: 1-12, the river of water 
flows from the temple to provide many blessings and in Zech. 14:8, living 
waters flow out from Jerusalem, and continue to flow in summer as in 
winter. Compare Eze. 47 and Rev. 22:1-4. What common elements and 
differences can you discover? 
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In this vision of Revelation, the river flows “from the throne of 
God and of the Lamb” (Jesus Christ), offering an eternal blessing — a 
tree of never ending fruit, which bears fruit twelve times a year, once 
each month. The gifts and blessings speak of basic human needs such as 
food, health and peace. These rich gifts come from the “Water of Life’’, 
who is none other than the Lamb from whom flows the river. 


They will remind us of the “life-giving water” in the story of Jesus’ 
encounter with the Samaritan woman (John 4:7-26). The woman had 
come to draw water for her domestic needs; Jesus tells her of a spring which 
will provide life-giving water and give eternal life. The “river of the water 
of life” is what nourishes “the tree of life’, a unique image which is used 
only in two other places — Gen.3:24 and Rev. 22:14. The tree stands for 
blessedness; its leaves bring healing to the nations. 


So the water — Christ Himself — in these apocalyptic terms feeds 
and heals humankind and the whole created order. The imagery of the 
“river of water of life’ flowing from the Lamb could indicate that the 
wounded, sacrificed Lamb was pouring out his life for the health, healing 
and wholeness of all menin all nations. How does this message sound today 
in rural zones of a number of developing countries that are faced with 
shortages and empty shelves in their drug stores? How about people in 
the remote parts of our countries (60 to 80 percent) that have no access 
to even the most essential drugs ? How about the poor people who are the 
most affected by shortages of medicines ? 


The water of life heals and makes whole. With it there is also the 
suggestion of the cleansing power of the river (Christ); the water removes 
all defilement (v.2). The activity of the river is at work to create a state 
of goodness, free of all “accursed” things. The same symbolism is present 
in the baptism and initiation rites of the church, particularly that aspect 
in which the washing away of sin and immersion into the new life of 
Christ have been denoted through the use of water. It is not a matter of 
cleansing: the text describes the land washed by the river as a place 
where the “throne of the Lamb” shall be. The throne is there because 
Christ has won the victory over all of humanity’s enemies and now offers 
this new age to the faithful. 


In this reconciled and restored order, the redeemed people see the 
Lamb’s face (v.4) without any fear or threat. All the former negative 
dimensions of water (flood, storm, drought, pollution) are done away 
with, “because the Lord God will be their light”. The intimate relation- 
ship with Christ — Water of Life — is portrayed in the closeness of “being 
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face to face’’. It is even more graphically assured in that they shall hav 
his name on their foreheads (another linkage to baptism). There is a ref 
lection here of the description in Genesis of the human race with its in 
nocence, now restored, and the fullness of being now attained in tha 
full light of God (they need no light of lamp or sun). 


What does this text say to us as we struggle with the routine of daily 
life in our world ? Does the Revelation text paint only a picture of ar 
utopia that eludes us ? The church confronts both the human conditior 
and the power of God with the promises of Christ. These promises are 
offered through his victory and by the’ power of his Spirit. 


Prayer 
All : Father of all, we give you thanks and praise, 
that when we were still far off........... 
CLOSING WORSHIP 
Day 6: Saturday, 21 May 1983 
CALL TO WORSHIP 


Leader : Glory be to God ! May His name be praised among all 
nations. Brothers and sisters, did not the same God create 
us all ? 


People : We are all brothers and sisters, we belong to one another, 
and we have one master, Jesus Christ our Lord. 


Leader : The God and Father of our Lord Jesus Christ has called us 
His people. Let us give honour to Him. 


All : Power and glory belong to the Lord our God. To Him be 
the glory for ever. Amen. 

Hymn : O Worship the King (Vs. 1 & sy 

Invocation 


A Meditation: The Parable of the Good Samaritan 
“There was once a man who was going down from Jerusalem to Jericho” 


Let us remember the unnamed millions in our countries who are 
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physically, emotionally, economically wounded and broken... . 
BURG, Silence: anja 38 


“Robbers attacked him, stripped him, and beat him, leaving him half 
dead.” 


What are the oppressive forces in our society which break people? 
What are the sins within our society which rob people of their rights, 
their dignity, their happiness ? 

2 aa Silence ee 


“It so happened that a priest was going down that road.” 


The Church follows the same road as the victim. 
What prevents us from seeing the victims of our societies ? 
What prevents us from stopping ? 

a i, td Silonee a2... . 


“A Levite also came along”’ 


What other groups, or power blocks within our societies, ignore the 
needs of the victims ? 
es 3 DUONe, 4.45. - 


“But a Samaritan who was travelling that way came upon the man,” 
Jesus sees the wounded and oppressed man and says: 


“He ismy brother 

He is a man for whom I died 

He has the dignity of a child of God 

He is a victim of sin and 

I have come to save the sinner, 

to change sinful structures, 

to liberate those under bondage, 

I have come that men might have life and have it more abundantly. 
I must go to him — I must give him this wholeness. 


Scripture Reading : Romans 12: 1-8 


Prayer of Confession 


Leader : Lord of compassion and mercy, we make our confession to 
you and to all who are victims of our way of life: to pri- 
soners, the broken-hearted, the homeless, the defenceless 
and the exploited. 


People : Weconfess our pride, ignorance and indifference. 
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Voice 1. 


Voice 2. 


Leader 


All 


Hymn 


Benediction: 


We pray for justice in society, for the participation of al 
in making decisions that shape their lives, and for respec 
for every person created in your image and invited intc 
your Kingdom. 


We pray for all who struggle to earn their daily bread, fo 
the unemployed and those unable to work because of sick. 
ness, discrimination, for outcasts on the edge of society and 
those living with them; and for all who have no homes, no 
families and no friends. 


We pray for the lonely, 

the abandoned and the deprived; 

for all who are despised and without hope: 

and for all who know nothing of the light of Christ. 


Lead us in the ways of justice, that all may have their proper 
Share in the good things you give us. In the name of Jesus 
Christ our Lord. Amen. 


We Rest on Thee (Vs. 1 & 2). 


May God’s grace, mercy, peace, 
righteousness and justice be upon us all, 
this day and always. Amen. 
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SECTION E 


Papers presented at the workshop 


HEALTH, HEALING AND WHOLENESS 
Dr. B A. Supit 


The issue of Health, Healing and Wholeness (H.H.W) has been dis- 
cussed many times, at many places, so that by now we have amount a 
significant of written materials dealing with the issues. 


In presenting Health, Healing and Wholeness for this Workshop, 
I would simply re-give some glimpses of the views and findings of a number 
of consultations during the last few years which have been compiled into 
a report by the Christian Medical Commission (CMC), and is called The 
Search for a Christian understanding of Health, Healing and Wholeness. 
This I hope will guide us into further deliberations of the issue, highlighted 
with several questions that could be used during the group discussions. 


The Process of the search fora Christian understanding of Health, Healing 
and Wholeness. 


To speak about H.H.W. we have to look back to the consultation in 
1964 at Tubingen, West Germany, which was sponsored by the Lutheran 
World Federation and the World Council of Churches. Doctor and Pastors 
gathered for this particular consultation which dealt with the question of 
the new understanding of the healing ministry of the Church. 


What did the Tubingen Consultation say? The Tubingen Report 
tightly expressed their concern at the growing isolation of medical Ins- 
titutions from the life of the Church and its congregations. 


Nevertheless, the underlying causes for such a situation may not be 


quite the same in the less developed countries in Asia as in the more 
advanced countries of the West. 
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In Asia, most church related hospitals maintain their distinct Chris 
tian missionary character. They are still struggling to maintain their 
Christian identity by having motivative programmes, and the public easily 
can distinguish a mission or church hospital from a government hospital. 


However, it is true to say that because of the disparity in the edu- 
cational and social standards of the hospital staff and those of the local 
congregation, and for various other reasons, often of a local nature, the 
life and work of a Christian hospital tends to be divorced from that of the 
congregation. 


In Western countries, hospitals have become to a large extent truly 
secularized. In countries like the U.K. and Scandinavia, health services 
have become nationalized, whereas in Asia it is still very remote. In the 
U.S. many large hospitals bear only the label of a church denomination 
but they have long since ceased to be church related and they are in no 
way different from other State-run or privately owned hospitals. 


Such a remark is not a reflection on the professional quality of such 
institutions, most of which maintain very high standards of service. For 
one thing, these hospitals in the advanced countries are so complex and 
specialised in their organisation and work that it is difficult for the non- 
medical lay members of the congregation to experience a real sense of 
responsibility for what is happening in the hospital. 


If we confine ourselves more to the Asia situation, even here, the 
Situation with regard to the relationship between the church hospital 
and the congregation may vary from country to country and from place 
to place in a country. Any statement of a general nature has to be sub- 
ject to some reservations. 


The most significant contribution that the Tubingen Consultation 
has made to the thinking on the Healing ministry is the “Rediscovery 
of the Biblical truth that healing should be the concern and responsibility 
of the congregation as a whole and not of its medically trained members 
alone’’. | 


It is inconceivable that the modern disciples of Jesus (the Master 
Physician ) who gave us the parable of the good Samaritan should feel 
that concern for the sick belongs only to those trained to be doctors 
and nurses and not to the whole congregation. Yet it is true that we 
sometimes lose a pearl of great value and somebody, if not oneself, has 
to search and find it out again for us. This is what Tubingen has done. 
The seed for further study has been sown. A congregation can be identical 


81 


to a community. Congregational responsibility and congregational involve- 
ment and participation is identical with community responsibility, 
involvement and participation. 


Background For Further Study 


At its first meeting following the Nairobi Assembly of the World 
Council of Churches, in 1975, the WCC Central Committee called on the 
CMC “to set up and develop means for sustained health, being human, 
the community and the Kingdom of God”. In its Mandate, the functions 
of the CMC are spelled out, among them the task...” to explore new in- 
Sights into, and promote theological reflection on, the Christian under- 
standing of life, death, suffering and health, that these may find expres- 
sion in the church’s concern for health care as a healing community; to 
be alert to the widening dimensions of healing which transcend the con- 
cern with physical pathology and assess the input of spiritual, social, 
ethical and psychiatric insights, including those of traditional medicine 
. . . to seek for priorities in human development. . which more adequately 
reflect the felt needs of the communities to be served; to engage in such 
consultations as will enable the Christian community throughout the 
world to understand and foster the Christian responsibility for healing 
in all countries...” 


At their annual meeting in 1977, the CMC commissioners agreed 
that this study effort should be oriented predominantly to perceptions 
emerging from local communities in various part of the world. 


The CMC 1977 annual report said: “It is the community itself which 
defines its social structure: hence, the community should report on how 
it views health and development, and how and why it supports its mem- 
bers in time of sickness and suffering. Working in the Spirit of the Lord, 
men and women from all walks of life can act as partners in a healing 
community for the care, concern and support of the social, psycholo- 
gical, physical and spiritual needs of their neighbours. Through their 
hospitals, formal and informal neighbourhood associations or church 
congregations, the members of the community can bring a great deal 
more wholeness to those who are sick or aging or disabled or mentally 
disturbed or geographically isolated, and to other marginalized people as 
well as to each other, in their daily lives. Being ready to listen and to share 
joy and sorrow is a significant factor in bringing men and women to the 
core of “wholeness”. There is a need to be open to new ideas and to be 
willing to explore new avenues, such as the role of spiritual healing 
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through prayer, indigenous health care practices and learning through 
dialogue with people of other faiths.” 


Regional Meetings — The Heart Of The Study 


The CMC study moved into a second phase in 1979 when it launched 
a cycle of regional meetings. Suddenly, the study process came alive 
through face-to-face human encounters. Seven such meetings have been 
held so far: in the Caribbean (Trinidad), Central America (Honduras), 
Africa (Botswana), the Indian sub-continent (New Delhi), South East 
Asia (Bali, Indonesia) and the Pacific (Papua, New Guinea) A similar 
consultation is being held in Ecuador in June 1982 for South America. 


What are the results of the series of studies ? 


Out of the regional consultations, a remarkable congruence of ideas 
has emerged. 


Definitions 


The study has not yet led to an entirely satisfactory definition of 
what is meant by health, healing and wholeness. That is a process which 
will prubably go on for a long time. It has tried to be all inclusive as its 
vision and understanding widened and deepened, without proposing a 
goal which is unattainable. Here are some of the thoughts which have 
come up during the CMC enquiry about health, healing and wholeness 
and other words which relate these concepts to the churches’ role in 
society. 

Health: There has been general agreement that the World Health 
Organisation’s definition of health as “. . . a state of complete physical, 
mental and social well-being and not merely the absence of disease or 
infirmity” should be expanded to include the spiritual dimension. It has 
also been recognised that health is closely related to poverty. 
“Ultimately, health is a product of justice.” (the Indian sub-continent 
meeting), requiring a rectification of the present maldistribution of health 
services. After several meetings, a new working definition proposed that 
health is “. . . a dynamic state of well-being of the individual and of the 
society ; of physical, mental, spiritual, economic, political and social well- 
being, of being in harmony with each other, with the material environment 
and with God”. 


For Jesus, it was pointed out, health was not the end, but a means 
of “enabling people to discover meaning and purpose in life.” Thus, “The 
true foundations of health cannot be laid by doctors or hospitals” (Central 
American meeting). This was said in the context of the need to encourage 
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people to participate in maintaining their own health instead of depending 
on a professional caste. Early in CMC history, health was defined as 
“something to do with the wholeness of all persons (which) cannot be 
imposed from above or from outside. . . We must be very careful about 
imposing our idea of health on somebody else .. . We are not concerned 
to produce health but to enable health so that the Giver of health may 
giveit. 

Healing: In the New Testament, healing involved the community, 
not just the individual patient; it was the sick person’s friends, for instance, 
who brought him or her to Jesus’ attention, or else came crowding round 
to watch. Healing was also symbolic in the Bible of a broader disease 
(blindness to good and evil, for example, or deafness to the Scripture). 
Christian healing is an ongoing process of “expelling the spirit of evil and 
restoring the spirit of good” (Indian Sub-continent meeting); it is “res- 
toring physical, mental and social well-being and harmony with God .. . 
healing memories” (African meeting); coming “more from the human 
touch than from the manipulation of technology” (Pacific). In the Asian 
context, healing involves enlightenment or inner conversion, a sense of 
peace and simplicity. It was made explicit at the first Tubingen conference 
and at subsequent CMC consulations that true healing is always a sign 
of God’s activity, whether it be expressed through miracle, the self- 
recuperative potential of the body which in itself is part of God’s creative 
act, or by the healing and caring through the mediation of others. 


Wholeness: This word, useful as it is in English, is difficult to trans- 
late into other languages and so it cannot become part of the WCC vo- 
cabulary. But the concept of wholeness jis very real and part of belief 
and value systems all over the world, as we have seen in comparing de- 
finitions of “health”. The Koran speaks of wholeness, as do the sacred 
books of Judaism and Hinduism. It is at the heart of most primal, orally- 
transmitted religions. In India, it means shanti with God and that implies 
forgiveness, reconciliation, a sense of belonging, harmony and inner peace. 
Being “whole” is a dynamic process, involving being able to grow, to res- 
pond to others and care about and for them (Caribbean). 


This same idea was expressed at the Botswana meeting where whole- 
ness was described as “a process in which a person encounters and, with 
God’s grace, overcomes, certain barriers’ such as disease, a handicap, 
injustice and so on. The group “agreed to disagree” on which aspect of 
wholeness needs to be emphasized, perfection or harmony. The African 
participants considered the word also from the standpoint of medical 
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professionals, stressing the need for faith, for taking time to listen and 
_ pray with patients. “The bringing of wholeness must be our priority, not 
efficiency,” they said. A West Indies theologian linked wholeness directly 
to health: “Can we really understand (its) meaning without seeing 
man in his integrity and in the wholeness of his being and the nexus of 
his total relationship? ... One of the basic concepts of man we have in 
the Bible is one of totality ... Health is total.” 


From the substance of the study, another recommendation suggests 
itself: that perhaps we need to go deeper into certain concepts that have 
to do with health and healing and which are central to the Christian faith. 
These have to do with the relationship between sin and sickness, the role 
of suffering in our lives and what wholeness implies in a family, a com- 
munity and a nation. Perhaps we have to go deeper into the question of 
the nature of the human person and to ask ourselves whether wholeness 
can be achieved on earth ? One way this might be done would be to bring 
together selected participants from each of the regional meetings to 
further explore and follow up some of these issues and concerns. 


In facing the challenge to match Biblical and moral concerns with 
medical technology in providing health care, the Christian Medical Com- 
mission has moved into new and promising country. The experience and 
theoretical insights shared by men and women from all over the world with 
whom the CMC has come in contact in staff visits, through correspondence 
and during the regional consultations, have helped as together, we attempt 
to chart this vast new territory. Like so much that has been said, this 
phase of the study has been but a few steps in a continuing search. The 
CMC study/enquiry cannot be wrapped up into a tidy package, and some- 
thing would be very wrong if it could. There remain many questions 
which do not have clear answers and some which are probably un- 
answerable. | 


Questions : 
1. What is your own concept of wholeness ? 


If wholeness can be understood as unity also, where we sometimes 
have to break up an “artificial” unity, may not wholeness and unity 
then be unhealthy ? 


2. Is there any relationship between modern westernised medical Science 
and traditional Asian Healing, and how can the Church promote 
traditional Healing in a positive way? 


3. Is there any concept of Christian Healing ? 
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How does this relate with charismatic healing, miraculous healing? Is 
the latter still relevant today? 


4.. If healing is the responsibility of congregation or community, how 
much concern is still evident in our present congregations generally, 
for healing the sick in body as well as in spirit? 


If there is little evidence of such concern, is such a congregation or 
local church serving any purpose ? 


What are the factors that caused it? 


5. Many of the statements made during the regional consultations, and 
the recommendations growing out of them, would require profound 
changes in social, economic and political structures, changes which 
would be painful to those in positions of power. Such changes will in 
many cases, be resisted. So many of these recommendations there- 
fore imply or foreshadow struggle, violence or even loss of life. How 
does this equate with Christian commitment to reconciliation and 
non-violence? Will such changes guarantee the success of community 
based health philosophy? 


COMMUNITY HEALTH IN DEVELOPMENT 
The Rev. Jintaro Ueda 


I have tried here in this sheet of paper to list all the big words and 
concepts which are often referred to in relation to development. I have 
also tried to give some orderly connection among them, which turned 
out to be a diagram. Perhaps you can draw a different diagram, using 
same words, according to your own perception of “development”. 


As far as I have been learning of the perception of “development”, 
the most important thing seems to be its direction or its orientation. 
Perhaps we all agree what the ultimate goals of development should be, 
although we may not know the desirable shape/model of society : that 
is, the kind of society we are striving for, for the sake of everybody, is yet 
to be formulated. No existing society, whether it is communist, capita- 
list or socialist, seems to be satisfactory to us. No existing political/ 
economical ideology seems to be able to provide us a promising and 
workable model which will accommodate all of our genuine, human de- 
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sires. Despite all this uncertainty about the desirable society to come, 
yet we have to work towards our goals, hoping that some day its shape will 
become visible. It would mean, then, that, while we are endeavouring 
towards certain goals, we are inevitably taking a certain direction. 


In some cases, the direction may not be deliberately adopted, even 
if a particular work of development claims to be development oriented. 
In that case, the nature of the development it promotes would be ques- 
tioned. In any case, the direction which would emerge out of our realisa- 
tion of a gap between reality and goal, must be to change the present 
economic/political/social/cultural structure. 


I must emphasize that this has not been drawn from some text- 
book of certain ideology. We may find a similar argument in the marxist’ 
ideology. The point I want to make here, however, is that we have come 
to realize this direction for development out of our day-to-day 
experiences. Karl Marx might have been clever enough to predict it out 
of his philosophy of history and his anthropology, long before we had 
undergone that experience. At any rate, to me this direction of develop- 
ment seems so valuable simply because it is our empirical conclusion, 
as it were. Whoever commits oneself to causes of development, has come 
to know this without doubt. It is our very experience that once you are 
determined to help your neighbour who gets into trouble in terms of 
money or human relationship, sooner or later you will discover that you 
have to encounter so-called social practice or existing, but little known, 
legislation. This is exactly a part of the whole structure we are talking 
about. Needless to say, it is not easy to keep this orientation in our 
involvement in any of development work, unless you are a real revolu- 
tionary. 


Next, I have put down three things: struggle, conscientization and 
experiments. These are, I consider, three modes of action for develop- 
ment. And under each of them, I have listed possible movements or pro- 
grammes which seem to correspond to the different modes of action. 
But as you realize, this distinction or categorization is just for the sake of 
convenience, because many development programmes are, in reality, a 
combination of different actions. 


For example, none of these movements can be carried out without 
fostering the consciousness of the people, and experimental enterprise. 
So the three categories and different movements or programmes are all 
closely inter-related. 
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Here, you may be curious about why I have put community health 
under “experiments”. Probably, my use of the term “experiments” may 
need some explanation. In fact, I am quite open to suggestions for a better 
categorization. What I mean to say here is that there are many attempts 
to explore an alternative structure/system, which would give people a 
better chance for development, although all of us are forced to live under 
the large, dominant socio-economic political structure. However small 
the breathing space may be under the demoniacally immense unjust struc- 
ture, let us make use of it. That is the spirit of experimental programmes. 
In other words, it means “experiments”’ for alternative living or alternative 
systems. I am not unaware of all the limitation of this approach. While we 
are still under the exploitive and oppressive social system, we need to ex- 
plore an alternative system which will be less exploitive, less oppressive, 
more just and more participatory. That is the spirit in which any com- 
munity health programme ought to be planned and carried out. 


I have also put “co-operatives” under this category. In many cases, 
co-operatives are designed to replace the existing money-lending system 
or marketing system or existing purchasing system, which are often very 
much exploitive. 


But we know that these have their own limitations. For example, 
in the case of consumer’s co-operative, the objective would be to buy 
any consumer items cheaper than the normal market price. But once a 
big supermarket comes into the scene with its price-cut strategies and 
skills, it would easily be able to strike down the co-op. In general co- 
Ops are no enemy of big capital. 


Likewise, a community health programme, as an alternative health 
care system, does have its own limitation within the given capitalistic 


context. Here, I would like to pose a serious question. 


Is a community health programme, as an alternative health Care sys- 
tem, possible and feasible? If the answer is “Yes”, what are the condi- 
tions for that possibility, or, in what terms is it possible/feasible? 


We have seen already that so many books and pamphlets on com- 
munity health have been published. The new “Health Manual” published 
by NCCP is one more addition to the long list of community health 
bibliography. Although I am not a student of community health, I can 
say that very few, or almost none of those books deal with, for example, 
“the economics” of community health. 


I wish to see “the community health” system as more than just 
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extending free medical services. How do we deal with the financial aspect 
of community health? Are we simply assuming that the funds for com- 
munity health would be always available either in the hands of our western 
donors or somewhere in the government coffers? Utilizing local resources? 
Fine. 


But it is a fact that any medical care, whether it is sophisticated sur- 
gery in a modern hospital or providing basic medical care in a village, 
requires money. No health care system of any size and any level can be 
self-supportive as one unit. Financially, it will always have to be depen- 
dent on a large financial operation which must include a resource (income) 
yielding sector. 


Further, it is almost commonly understood that unless the income 
level of the people is raised, health conditions would not be improved. 
That is exactly why community health should be one of the components 
of total, comprehensive development plans. Therefore, it seems vital not 
to forget the financial aspect of community health while dealing with all 
other technicalities for organizing people for health care. 


Finally, I would like to pose an even more difficult question. If we 
agree that deyelopment is an action which, hopefully, could bring about 
a transformation of the present socio-economic structure, and that our 
endeavour for community health is a part of that action, how can we 
infuse this orientation into the programmes of community health? While 
we are giving a pain relieving tablet made in Switzerland to somebody, 
are we handing over to the same person a brochure about boycotting 


CIBA — GEIGY products also? 


Is it the way to raise the people’s consciousness toward the unjust 
system? I do not have any bright idea for answering the question. But 
I believe that this is the most urgent field which requires true, ecumeni- 
cal wisdom. How can we bring about structural changes right in the 
middle of our health care programmes? I also believe that ecumenical 
workshops like this are the forums that should dig out the wisdom by 
which we can grow and struggle further. 
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DEVELOPMENT 


Enabling People to attain fullness of Life as human beings 
and as societies 


DOMINATING FORCES 


Exploitation * Oppression * Imperialism * Colonialism 


* Multi-National Corporations 
* Consumerism 
* Power Elite *Military Power 
* World Financial Institutions *Trade Pattern 


* ‘Dictatorial Regimes’ 


* Bureaucracy * Landlords 
* Money Lenders *Feudal Values 


STRUCTURAL CHANGE 


STRUGGLE * CONSCIENTIZATION * EXPERIMENTS 


Human Rights Mvt. Training of: Community Health 
Land Rights Mvt. Community Workers Co-operatives 
Consumer Mvt Rural Workers Credit Union 

Trade Union Mvt. Literacy Programme Vocational Training 
Peasants Myvt. Ashram 


Women’s Mvt. Appropriate Technology 
Fishermen’s Myvt. 


SELF-RELIANCE “PARTICIPATION * SHARING 


ULTIMATE aoe GOAL 


WORLD PEACE * BAIR DISTRIBUTION OF WEALTH 
POLITICAL FREEDOM * PARTIC IPATORY SOCIAL SYSTEM 


PRESERVATION OF NATURE * RECOGNITION OF EVERYBODY'S 
HUMAN RIGHTS 


OIKOUMENE 
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CONCEPTS ON AND TECHNICS IN INFORMAL 
HEALTH EDUCATION 


Dr. Aba Lengkong 


The principles and scope of health education are very much in- 
fluenced by the ideological and political orientation of a country, includ- 
ing its views on life, the community’s behaviour toward the existing 


culture which influences the socio-economic life of the people. For in- 
stance, the ideological orientation of the Indonesian people is “Pancasila”, 
and therefore, the educational system has to be based on the “Pancasila” 


as well. 


On the Aims of Health Education 


The aim of health education could be defined as to change attitudes 
and behaviour of the complete community in a certain defined area. 
For example, to change bad habits into habits which develop together- 
ness. In a general way the objectives to be reached can be stated as: 


A. Overall objective: 


— the community to reach an understanding and consciousness 
about the factors causing infectious diseases in the village and 
about factors that will enhance the welfare and level of living of 
people. 


— the community to reach a new and more responsible attitude in 
the life of family and community. 


3. Specific objective: 
Based on the overall objective, the specific objectives for health 
education can be stated as to mz .¢ the community of a village: 


— to understand and become conscious of diseases spreading in the 
village which are related to the degree of sanitary health and the 
nutritional status of its citizens. 


— to understand and have a positive attitude toward activities 
that will maintain a healthy environment for its families and the 
community as a whole. 


— to understand the relation between human welfare and the social- 
economic development programme. 
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to understand and be conscious of the meaning and importan 
of environmental equilibrium/balance. 


to understand and be conscious of the relation between tlt 
health of mothers and children, and the size of the family. 


The overall objectives, together with the more specific ones, can b 
arranged into two main groups of objectives to be reached: 


Micro aspects. : The community to desire to maintain/watch ove 


the personal health of its members and its enviror 
ment for its own sake and for the sake of the familie 
in it. 


Macro aspects. : The community as a whole to take responsibility fo 


its social-economic life and to maintain the natura 
environment, in the interest of others, as well a 
national and international inierests. 


Health education will be complete only if an integrated approach i: 
followed. An integrated approach integrates health education into al 
life activities and village development activities. In doing so, it tries te 
reach a stage where the community is participating activity and voluntee; 
element is stressed continuously. 


Slogans and theoretical appeals which do not have real contents and 
are not understood will be rejected by the community; in other words 
the usefulness and advantage of it should be felt in a rather direct way. 


How to achieve the Integrated Approach 


1. 


All the people involved in the implementation should have a clear 
understanding of it, should be conscious about its importance, 


should affirm its advantages and feel personally responsible for 
it in his/her task. 


Community Health Staff in hospitals or health centres is to 
initiate, stimulate co-ordinate and develop it. 


The “Master Plan’ of this “integrated approach’’ will have to 
be planned, developed and executed together with the com- 
munity as a whole, Starting from the grassroots level. 


The establishment of goals, the setting of priorities, strategies 


and objectives/targets of the programme must be from the 
BOTTOM-UP and not from the TOP-DOWN. 
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The priority programme in implementing the ‘Integrated Approach’ 
may be: 


1. To enlarge citizens’ and community’s participation. 


2. To organize refresher courses and in-service training to all people 
involved in policy making, execution and control/evaluation. 


3. To develop an incentive system for the field workers, which will 
not comprise of rewards in money terms, but all kinds of non- 
money-rewards, like becoming an official member of the village 
government structure, or being chosen as the official village 
representative to other villages for comparative study. 


4. To upgrade mother-and-child health, with pregnant or weaning 
women and the under-fives as its target groups. 


5S. To make intensive use of existing patterns and culture to increase 
acceptance of health education, like cultural media (maengket- 
dance, pop music, marambah), religious customs (congregation- 
section worship), traditional economic patterns (“arisan” system, 
credit union/co-operatives), etc. 


INDONESIAN 5-YEAR DEVELOPMENT PLAN (PELITA) 
Presented by the Department of Health, Indonesia 


yssence of this Plan is Community Participation 
NATIONAL HEALTH SYSTEM: 


Indonesia’s effort to increase the optimum health status as a mani- 
festation of community welfare, as stated in the Indonesian phi- 
losophy (UUD 1945). 


National Health System is part of the national development policy. 


Goals : Health for all by the year 2000. 
Specific objectives (a few) : 


1981 2000 
IMR ; 98/1000 50/1000 
LIFE EXP.2: 46.5 60 years 
49.4 
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CBR : 36/1000 22/1000 
CMR ; 14/1000 10/1000 or lower. 


Five Basic Programmes (1983-2000). 


1. Motivate/educate the people to help themselves in basic heal 
needs. 


2. Increase the awareness of what is good nutrition. 

3. Improvement of the env. sanitation and personal hygiene. 
4. Decrease mortality and morbidity. 

5. Population and family planning. 


The approach is through PKMD (village community health develo 
ment — PHC) 


1. Inter-sectoral approach. 


2. Full participation of the community/private sectors, besides th 
other factors stated in the Alma-Ata manifesto. 


Implementation: 


Local government 


toca centre staff 
Related sectors 


Technical 
Guidance 
Cadres | 
Community 
Evaluation 
Community Needs 


Problems:. 

1. Inter-sectoral commitment 

2. Shortage of adequate personnel 

3. Limited resources 

4. Geographical factors 

5. Low educational level in the villages 
6. Large population 

7. Socio-cultural factors 
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“POS TRIKARY A” (1) 
An Appropriate Integrated Approach for Health Posts in the Village 


Mrs. Heny Sompie Geru 
I Introduction 


Appropriate technology has now become important for specialists, 
in particular those who are interested in the growth of developing coun- 
tries, and it is apparent that it is now a “movement”. 


Therefore, it is no surprise that those in the field of health have also 
been aware that advanced technology is not necessarily suitable for wide 
use in developing countries. This is because, while large amounts of money 
are required for advanced technology, the people’s living standards are 
still at a low level. Also, their health needs are still at the basic needs level. 


The irony of it is that many nations spend large sums for modern 
health equipment in the major cities but most of the population live in the 
villages where health services are not yet satisfactory. (2) 


This paper intends to give a short description of an experience in 
setting up a Pos Trikarya, which constitutes an integrated approach. 
Such a health post in the village is adjusted to the needs of the local 
community. 


Appropriate technology has a wide meaning and thus can be seen 
from numerous angles. In this paper, I must stress “4PPROPRIATE”’ 
in relation to the village. In north Sulawesi we have quite a lot of ex- 
perience in this matter. As an example, we can produce an immunisation 
programme using the technology of “A Good Cold Chain” : enough 
vaccines, personnel a few in number but willing; and because of not re- 
ceiving enough broad support from the local community, has had results 
that have been unsatisfactory. It has been the same with the fight against 
infectious diseases, sanitation, family planning, the data for which has 
clearly indicated that what is needed is an appropriate approach which 
can bridge the gap between the community’s needs and the health pro- 
oramme itself. 


Before we go on to the analysis, I wish to outline the thinking of the 
specialists in Appropriate Technology. Then, there will be a short descrip- 
ion of the concept of primary health care and its development in Indo- 
1esia. 
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II A Short Description of “‘Appropriate Technology” 


One of the main international leaders, who is highly respected anc 
considered qualified to introduce “Appropriate Technology”, is Schu 
macher, an economist who is famous for his book, “‘Small is Beautifull’ 
which stressed simple pre-existing technology. At first, this idea revolved 
around the problems of economics, how to organize an economic system 
that involves more people where factories have already become dependent 
upon machines to the point that people have only a small role in them. 
This concept then became the basis of thought in the development of 
social welfare and, among other things, the approaches to health. World 
specialists began to be aware that funds for sophisticated equipment 
will not necessarily meet the needs of the majority. 


In 1978, in Alma-Ata, there was an International Conference on 
Primary Health Care that specifically looked at the concept of health 
progress in the developing nations. In relation to appropriate technology, 
the conference report said the following : 


“An important factor for the success of primary health care is the 
use of appropriate technology. The word ‘Technology’ means an 
association of methods, techniques and equipment which, together 
with the people using them, can contribute significantly to solving 
a health problem. Appropriate means that besides being scientifically 
sound, the technology is also acceptable to those who apply it and 
to those for whom it is used. This implies that technology should be 
in keeping with the local culture’. 


In Indonesia, the specialist who is known as a pioneer of Appropriate 
Technology, is Dr. Filino Harahap, the chairman of the Centre for deve- 
loping village technology at the Technology Institute in Bandung (ITB). 
He has, among other things, pointed out some of the reasons in support 
of the idea of simple technology, which was later also called Appropriate 
Technology (In Indonesia, T.T.G.) 


1. Technology which is simpler. 


2. Less expensive equipment, which can be made in a lower produc- 
tion scale (Small business). 


Second-hand equipment can be obtained at a lower price. 
4. Its application opens opportunities for wider work. 
5. Non-destructive, with social lame-ness (damages) being avoided. 


(4) 
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Filino later said that appropriate technology that is used for village 
development (village technology) must fulfil several conditions: 


1. It can be technically accountable. 
It can be used and managed economically. 


It can be received and accepted by the community, and is suitable 
for the village. To fulfil these conditions in the use of this tech- 
nology there is needed: a chain of research activities, development 
and dissemination. Thus, village technology is appropriate tech- 
nology that is utilized to support the process of village develop- 
ment. 


The Criteria for Village Technology 
— must fulfil obvious needs 
— can be used immediately and enjoyed by the local community 


— is initiated by the community, supported by the community, 
and raises the level or work and rewards for the community. (5) 


With these conditions and criteria for village technology, we needs 
a change agent who, it is hoped, will become a development engine for 
village development: that is, who is able to promote and initiate the appli- 
cation of village technology. It is clear that the people factor is very im- 
portant here. 


If Village Community Health Development. (An integrated part of total 
village development). 


At the conference at Alma-Ata in 1978, Primary Health Care was 
defined as follows: 


“Primary Health Care is essential Health Care made universally pos- 
sible to individuals in the community by means acceptable to them through 
their full participation and at costs that the community can afford. It 
forms an integral part both of the country’s health system of which it 
is the nucleus, and of the overall economic development of the com- 
munity.” (6) 

If an international conference officially acknowledged the importance 
of taking care of basic health only in 1978, in Indonesia there was already 
an attempt to take care of Primary Health before that. 


The central government officially took the initiative to develop 
the PKMD in 1979. (7). 
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Although this was so, a study made in 1976 showed that there were 
over 200 villages that had independently developed activities concerned 
with basic health. This activity was apparently based on goton royong/ 
mapalus, a tradition that already existed in the community. 


The three important things that form the principal basis of PKMD 


Indonesia are : 
i. Way of life of the people 


li. Gotong Royong 

lii. Musyawarah — “consensus through consultation” 
(A type of age-old community action which is 
practised widely throughout Indonesia.) 


At this moment, PKMD has been introduced nationally. Primary 
Health Care, because it is based on economic and social conditions, will 
have different forms in each country and each community, but in the 
end will have : 


1. Promotion of proper nutrition and an adequate supply of safe water. 


2. Basic sanitation, and maternal and childcare, including family plan- 
ning. 

3. Immunization against major infectious diseases. 

4. Prevention and control of local endemic diseases. 


5. Education concerning prevailing health problems, and the methods 
of preventing and controlling them. 


6. Appropriate treatment for common diseases and injuries. In North 
Sulawesi, one form of the PKMD is the “POS TRIKARYA” which 
will be discussed next. 


IV Pos Trikarya : An appropriate integrated approach for a health 
post in the village. 


(Etymologically, ‘‘Pos’’ means ‘Post”’, “Tri” means ‘‘3’’ and “Karya ’ 
means “‘Activity”’. ) 


In North Sulawesi, the PKMD was officially set up after it was 
announced as a national programme for the year 1979 — 1980. But, 
before this, PKMD has already begun to be promoted in 1978, by private 
and public health services and at least 166 villages had started PKMD; 
thus, without counting villages that had started activities, but had not yet 
reported them (these are thought to be quite many). One approach which 
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was developed was Pos Trikarya in the Kabupaten (Regency) of Bolaang 
Mongondow. 


The first village chosen in 1979 was the village of SIA. 


The exercise was limited to trying to promote participation in sup- 
porting a health programme. The next year the issue of PKMD heated up, 
being made known in Nth. Sulawesi through numerous seminars, meetings 
and training sessions. An article in a magazine, entitled “The Poverty cycle, 
Pos Trikarya and family orientation in the PKMD” by Prof. Bagiastra, 
MPH and Prof. Nainggolan, MPH, from the Medical Faculty of Atmajaya 
University caused Sia, which had already seen some pioneering, to become a 
focus of development. (8) 


The Concept of Pos Trikarya 


The basic thinking is that in raising the level of community health, 
the health service cannot stand alone and must be complemented by other 
types of activity. 


Actually, there exists a conflict between poverty and health problems 
on one hand, and the abundant wealth of Indonesia on the other. In order 
to solve this situation of conflict, the emphasis of the solution must be 
laid on the village, in particular on the smallest unit of the village, that is, 
the household. 


There are 4 parallel aspects of a poor family : low economic level, 
poor housing, low education, and poor health and nutrition. According 
to this concept, the causes of this do not stand alone but constitute a 


vicious circle, as in the following diagram. 


Diagram 1 


i LOW EDUCATION LEVEL a: 


LOW ECONOMIC LEVEL POOR HOUSING 


\ POOR HEALTH AND NUTRITION / 
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Prof. Bagiastra used the form of Dr. Partono Alibazah in deciding 
upon the Cycle of Misery (see diagram 2). 


Diagram 2: CYCLE OF MISERY 


Low productivity and poverty. 

Malnutrition and lack of care. 

Many children 

Sickness and high child mortality. 

Obstructions and poor functioning of the health unit. 


Many diseases and poor prevention. 


a eee ee 


Low community capability. 


To break this cycle one clearly needs an inter-sectoral approach 
with the support of numerous programmes. 
— Between 1 and 2, and 1 and 7 it could be broken by raising 
level of appropriate agricultural and industrial technology. 


— Between 1 and 2, 3 and 4, and 6 and 7 with health and nutrition 
programmes. 


— Between 2 and 3, and 3 and 4, with family planning. 
— Between 4 and 5, 5 and 6, 6 and 7 with proper health care. 


This break could be carried out successfully if done properly and in 
at least 2 places: Primary matters and Pos Trikarya. 
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In order to cope with this problem, a strategy of approaching the 
Primary matters which emerge from these four aspects in a poor house- 
hold were chosen: 


1. Poor education, so that knowledge of the optimal living standard 
was little. 


Technical know-how to improve their lives was minimal. 
Management knowledge was very little. 
Little capital. 


There is no “self-propelling” mechanism in the village. 


a nr oo 


Little capable leadership for development. 


TREATMENT. Introduce several modernizing factors into the village. 
Aspects that were cultivated were: improved education, economy, housing 
and nutrition using a holistic approach, which are parallel and integrated. 
Base: 1. An educational basis in the form of a development training 
centre in each Kabupaten. 
2. Basic application of knowledge and technology at the village 
level in the form of a Pos Trikarya. 

The development training centre in each kabupaten gives lay education 
which can be utilised to improve the situation in the “poor household” 
whose essence is: improve Primary Health and Nutrition, improve the 
economy and rehabilitate the housing. 

The Pos Trikarya is founded upon: a section for improving nutrition; 
one for improving the economy and a third for improving housing. 


The connection between the development training centre and the 
Pos Trikarya. 


Diagram 3 
DEVELOPMENT TRAINING CENTRE 


HEALTH | ECONOMY | HOUSING 
KABUPATEN LEVEL I I I] 
KECAMATAN LEVEL PUSKESMAS 
| (=CITY/SHIRE COUNCIL) (HEALTH CENTRE) 


V 
VILLAGE LEVEL 
POS TRIKARYA 


> and 
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Thus, this can become a channel for putting in “know-how’’, manage- 
ment and working capital, and can become self-propelling mechanism for 
the “DANA-SEHAT” (Health funds), house funds and cooperative funds. 
Thus, this concept stresses that these activities must be integrated and not 
separated. Because of this, it is better if a POS TRIKARYA balances a 
health post at the village level. 


V The Application of Pos Trikarya in the Village of Sia. 


The approach that was used in the setting up of the POS TRIKARYA 
was an educational approach which was introduced by Dr. Ida Bagus 
Mentra, M.Sc., a health educator from the Health Department, in the 
following stages : 


An approach to the Kecamatan 
Collecting data of the Kecamatan 

A seminar at the Kecamatan level 

An approach to the village 

Villages plans : CSS, deciding priorities 
Cadre training 

Implementation 

Evaluation and development 

Basic data : collected in 1980 


Ee eee oO oo Pe NaS 


96% do not yet have a family toilet 

48% of babies weighed were malnourished 

89% did not use contraceptives 

20% had a degree of ill health 

40% did not use enough clean water/had not yet used clean water. 
30% had made use of their yard 

15% of all children were unimmunised 

45% of all children had bad teeth 

55% used substandard housing 

96% did not yet have a rubbish pit 


After all this data was collected in the Original approach, the com- 


munity successfully drew up a work plan for 1980. This was related 
to the following areas: 


1. Raising health and nutrition in accordance with the problems met. 
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2. Raising the economic level, in particular, accumulating dana sehat 
(health funds). 


3. Improving housing. 


To carry out this work plan about 20 health cadres were trained. 
At first these cadres received training in how to cope with the previously 
researched health problems. Afterwards they became initiators in obtaining 
skills for the village community in the effort to increase incomes. 


I) Efforts in the area of improving health 


i) Motivation of the PUS and organizing the contraceptive 
work. 


ii) | Weighing babies and increasing additional food. 

iii) | Constructing family toilets, rubbish pits and water tanks. 
iv) Light medication. 

v) Dental care (information and simple medical care). 


vi) Immunization information and implementation. 


2) Improving the family economy 


i) Utilising the yard by planting daily needs, such as vegetables 
and herbs with the intention that they be used by the family, 
with any surplus being sold. Eventually it became apparent that 
the utilisation of the yard spread to all of the house-holds of the 
village, and the yields were able to pay for their daily needs 
which were still quite simple. 


Plants grown in the yard : Land watercress, spring onions, Chinese 
cabbage, tomatoes, turmeric and others. 


ii) Seasonal crops. Over all, their gardens were planted with various 
kinds of vegetables, other plants, corn, cassava, taro and other 
crops (diversification of food crops). 

The uniqueness of this planting was that it was done where trees, 
such as coconuts and cloves were planted. 


iii) Permanent crops 


Clearly, the Sangadi had a major influence in this effort. Their philo- 
sopy is: adults must have permanent crops. If not, in their old age they 
won't be respected by their children. The Sangadi once took a group 
from Sia, that included adults, young people and children to Minahasa 
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for 3 days to see how to prepare clove trees. Now, every family owns on 
an average 50-100 clove trees that are bearing fruit. Other permanent 
crops planted are coffee and cocoa-nuts. On the question of seasonal 
and permanent crops, the Sangadi had the opinion that if only one kind 
of crop is planted, it would be unsatisfactory as, due to the large harvest, 
the price would then fall. Because of this, they always endeavoured to 
plant various crops. Now they are trying hybrid cocoa-nuts and potatoes 
and soya beans (seasonal). 


iv) Handcrafts 


In their spare time the women and children did handwork (needle- 
work, mats and brooms) which were later sold in the market to people 
from neighbouring villages. 


Clearly, these activities had potential that could be increased, but it 
was not immediately necessary, as, in the opinion of many of the cadres 
involved in this activity, it would only produce money at a later stage. 


v) Animal Husbandry and Fisheries 


This sector was also looked at. Generally animals, poultry and fish 
are raised in the gardens: poultry, pigs, fish (eg. mujair, carp and nila). 
Poultry is usually “village” poultry (ayam kampung) and pigs are also 
ordinary (black) ones. But, for fish, spawn have been supplied by the 
Fisheries Dept. 


This sector naturally receives a lot of attention by the people in 
the village. 


3) Improving Housing 


This activity was fully carried out by gotong royong (mapalus) in 
the following manner. 


Materials were collected through arisans*, eg., every person was given a 
quota for a house measuring 5 x 6 m. If the family wanted a larger house, 
then it has to find the excess itself. Every person in the group (10 mem- 
bers) brought materials : 2 sheets of roofing iron, 10 beams and 2 sacks 
of cement. After it was collected, they began working, using the mapalus 
system. Apparently, from their experience of house building they found 


SEE 


* This is a group where members collect money and materials, then select by 
lottery whose needs will be met first, until all members of the group have 
had their turn from the group. — trans. 
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that their land had Domato (a very sandy, gravelly soil) that could 
be used as a building material. So, it became a much lighter burden for 
them. A major portion of the houses and roads in the village used ma- 
terials mixed with Domato. After their houses were finished, it gave 
them the spirit to fill them with the necessary furniture, so that the 
attempt to improve their economic level was also felt. 


There was one obstacle to the setting up of the house improvement 
programme. Some of the people objected to improving theirs because, 
at the time of the PERMESTA**, houses around Sia were burnt down 
by its followers, so the villagers felt: what is the use of rebuilding our 
homes if later they are burnt down again ? This opinion had quite an 
influence on the effort to rebuild the houses, but with constant moti- 
vation this was overcome. This matter was helped by attention from 
other sectors e g the Public Works Dept. and Social Welfare Dept. which 
gave aid in restoring village housing. 


Working with the inter-sectoral approach 


While there was a concept, they also had education in addition to the 
concept of Pos Trikarya, but in the interviews made it was noticed that 
the inter-sectoral approach was deficient. Much of the technical cooper- 
ation was received direct from the Kabupaten (and this fits in with the 
concept of POS TRIKARYA). 


Travelling Seminar 


1. The Sangadi once went with a group to Bali for a comparative 
study. 


2. The health cadres have once conducted a travelling seminar in 
Manahasa. 


CONCLUSION 


Having noted the preceding, it should be said that POS TRIKARYA 
is one alternative approach for a health post in the village. While the 
example of Sia has already produced the above results, there still are 
several questions that need to be faced up to and become material for 


Au An anti-communist pro-federal rebellion against the central government from 
c. 1958 to c. 1962 — trans. 
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a talk or discussion. Could this approach be classed as appropriate? | 
so why, for what reasons? Compare this with the theory given in chapte 
2. What are the obstacles? What supports it? A Treatise should be generé 
so that it can be more flexible when applied. What are the initiatives tha 
need to be improved, the approach as well as the activity? 


NOTES 


1. Given at the CCA Community Health Workshop, Tomohon 
Indonesia, 13-21 May 1983. Translated. 


2. W.H.O. Report (“Primary Health Care” 1978). 
Staff PKM North Sulawesi. 


4. Sompie, B.F. (ed) Jimu Pengetahuan T. eKhnologi dan Lingkungan 
Hidup, Manado, 1980. 

5. Ibid, p. 64. 

6. W.H.O. Report, op. cit. 

7. Ministry of Health, R.I., Primary Health Care, Dal 2, 

8. Aesculapius No. 12, vol. X, Juli 1980. 
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PROJECT CONCERN INTERNATIONAL’S INVOLVEMENT WITH 
PRIMARY HEALTH CARE DEVELOPMENT IN NORTH SULAWESI 


Project Concern International, a voluntary, non-profit, non-sectarian 
International Health Care Organisation with Headquarters in San Diego, 
California, U.S.A., at the invitation of and in co-operation with the host 
country government seeks to establish mode] low-cost health care training 
and delivery programmes in developing countries. 


Project Concern’s Health Programme Goals and Objectives are as 
follows: 


Goal: 
At the invitation of, and in collaboration with community and/or 


national health authorities and other leaders, to assist under-served people 
worldwide to improve their health. 


Objectives: 


I. TO PROMOTE, by emphasizing development and implemen- 
tation, appropriate, accessible, affordable community-based 
primary health care model which includes preventive, promotive, 
and curative services. 


Ii. TO DEVELOP and implement appropriate health manpower 
training programmes. 


III. TO ESTABLISH a time frame for PCI financial and technical 
assistance consistent with development of community, regional, 
and national self-reliance in primary health care. 


IV. TO HELP DEVELOP community self-reliance in determining 
and meeting health needs. 


V. TO HELP STRENGTHEN regional and national capacity to 
replicate primary health care programmes. 


VI. TO CONTRIBUTE to health development efforts by sharing 
PCI experience in primary health care. 


VII. TO MONITOR and evaluate PCI programme effectiveness. 


Goals of PCI Involvement in North Sulawesi 


The primary goal for PCI North Sulawesi is to improve the quality 
of life and the level of health in the villages through the development of 
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sound and effective primary health care activities that are firmly roote 
in the structure of the community. To accomplish this, PCI is functionir 
within the strategy set forth by the OPC programme. PCI is also functio1 
ing as a special external entity that must accomplish its primary go: 
through the development of indigenous elements such as the governmer 
health service. It is important to understand that PCI is, therefore, twic 
removed from its primary goal. PCI is working to orient health servic 
staff to become catalytic agents that can stir the communities to develo: 
and support primary health care activities. PCI is not in a position t 
assume full control and responsibility for the development of primar 
health care programmes Rather, it is PCI’s role to develop the necessar 
skills in the community, the Indonesian health service and any relevan 
elements involved with village health development, so that they can b 
responsible for the establishment of primary health care activities. 


PCI is, therefore, placed in a position where it has a collaborativ 
role with the Indonesian health service and other elements within the 
village structure responsible for community development. 


Project Concern’s four major methodological goals in North Sulawes 
are as follows: 


1. Development of working relationship with government healtt 
service. 


2. Community decision making. 
Community responsibility and participation. 


4. Programme self-sufficiency. 


Role of Project Concern Study 


PCI’s technical staff strive to play to a low-key role in the programme 
while thrusting as much of the responsibility as possible on the provin- 
cial health staff and the community itself. PCI staff bring highly regarded 
skills in the areas of programme organisation and community develop- 
ment as well as technical knowledge in health matters. They also bring 
a special orientation to health development in the community. This is 
an orientation that involves concerned and responsible involvement with 
the community and the issues regarding their level of health. That orienta- 
tion determines working patterns that demonstrate creativity, flexibility, 
adaptability and resourcefulness. The PCI staff can model these attri. 
butes for the provincial staff with the hope of providing a useful role 
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model and broadening the experience of the provincial staff in ways to 
deal with development issues. 


PCI’s close involvement with the programmes and the people respon- 
sible for those programmes is, therefore, essential. 


History of ‘Project Concern Indonesia’ 
A. (1979 through 1981). B. (Jan. 1982 through 1983). 


Two work locations: Sub-dist. Limboto ) Regency 
Sub-district Tombariri Tapa ) of 
Subdistrict Limboto Attingola ) Gorontalo. 


Kota Barat: Gorontalo City. 


Activities: 

VHW Training (goal 1 per 20 population). 

Establish under-five weighing clinics. 

Establishment of health posts. 

Latrine, well and/or gutter building programmes by villages. 
Surveys. 

Traditional Birth Attendant training. 


Vitaman ‘A’ distribution. 


SS a a ere 


Furnishing of instruments for Health Centre. 


Lessons from Tombariri. 


Two important lessons were learned in the experience in Tombariri. 
First is that a programme of this nature in a country such as Indonesia 
requires the total, unselfish support of all sectors of the community. 
The full leadership of the kecamatan must be oriented solely towards 
the development of the community and the improvement of the health 
status of the people within the kecamatan. In this way the programme 
gains its major strength or its most critical weakness. The strength is 
when, if all elements of development are cooperating, then the programme 
becomes a powerful force in improving the community’s health status 
due to its broad base of support. The weakness is when these leaders 
are not cooperating in the spirit of community development, for then 
the programme becomes very fragile and an ineffective force at im- 
proving health status due toits lack of support. 
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The second lesson learned in Tombariri applies to many of the PH( 
programmes. That lesson is that haste in starting and running of the PH( 
activities often results in weak and ineffective programmes. While the rapic 
spread of development activities is understandably important to the 
Government of Indonesia, it must be kept in mind that there is a point 
where that speed becomes counter-productive to development and car 
only insure programme failure. Correctly so, Indonesia’s schedule fo: 
PHC starts off slowly so that the necessary skills and techniques can be 
gained and given time to grow properly. Once this has occurred the pro. 
gramme can then afford to multiply at a more rapid pace. If proper 
skills are not gained at the slower, early stages of the programme, then, 
the later stages will be developing on a very weak foundation. Programme 
conceived in this manner face serious, if not terminal, problems. Initial 
efforts in PHC should be exploratory so that they can produce better and 
more effective results than can then be applied on a much larger scale as 
the programme grows. Creativity is the key to success in a programme 
such as PHC. 


Lessons from Limboto 


Originally, PCI was to concentrate its involvement at the kecamatan 
level and Gevelop a relatively small area, only two villages per year accor- 
ding to the original implementation plan. It has been the observation of 
PCI staff that this plan resulted in a great deal of technical and material 
support being concentrated on too small an area. This was not only under- 
utilization of PCI’s resources, but it was in danger of skewing the results 
of the programme so that they were not generalizable for other areas. PC] 
also found it extremely difficult to avoid dependencies while working at 
a Close level with the community. 


The basis for the change is for PCI to move away from working at 
the kecamatan level and, instead, work at the Kabupaten level. In the 
future, PCI staff in the field will be considered staff of the Dokabu and 
will work directly with the Dokabu and his staff to enhance their role 
in the development of PHC activities, and put greater responsibility on 
the kabupaten for organizing activities at the kecamatan level. 


The first two years have been extremely valuable in helping PCI 
come to the point where we could realize the problems inherent in our 
assistance structure. We have had valuable experience in working at the 
Puskesmas level full-time and that experience has enabled us to tailor 
what we feel will be a more productive model. 


110 


By working at the Kabupaten level, not only will PCI be able to 
cover more area but it will give us more freedom in producing better 
programme models. PCI will have counterparts within the Dokabu’s 
Staff and will find more talent to draw on in the formation of training 
teams. Material will be utilized over a broader area and, therefore, have 
a higher cost-benefit ratio. With the broader coverage will come more 
responsibility, so that the Puskesmas staff may assume greater control of 
programme activities, and it is hoped that increasing the Dokabu’s involve- 
ment will give PHC a stronger and more permanent foothold within the 
health structure of the Kabupaten. A strong push for PHC at the Dokabu 
level is essential for continued development of the programme throughout 
the kabupaten. 


One point needs to be emphasized here. By making this move, PCI 
does not want to lose contact with and accessability to the kecamatan 
and the Puskesmas. Indeed, it is hoped that this move will give PCI more 
contact with the Puskesmas and the village level work. One cannot effec- 
tively work in PHC if one does not spend a great deal of time and energy 
at the village, for it is in the village that the work is taking place. PCI’s 
present knowledge of the programme has come from spending many hours 
in the village and it is essential that activity continue. 


As from January 1982, the original set of activities continued. In 
addition, the following were taken up : 


Original set. 
Training School Health Teachers. 
Supervision and involvement with previously trained VHW. 


Provision of funds to province, regency and city to develop primary 
nealth care. 

In Regency Gorontalo — Income generation by chicken and goat 
raising projects. 

In Gorontalo City — Expansion of primary health care programme to 
other parts of the city. 

For Province — Supervision, books, health education materials. 


Presented by Robert Weicrbach 
Programme Director 
17 May 1983 
Tomohon, North Sulawesi 
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APPENDIX ‘A’ 
Survey Results — Regency Limboto. 


Morbidity And Mortality Survey 


A morbidity and mortality survey was carried out in the kecamata 
of Limboto during the months of November and December of 198( 
The survey was conducted by PCA staff working with Puskesmas staf 
Also present during the survey were representatives from the office o 
the Camat of Limboto and several of the Ayahandas and their assistants 


Survey sites. — Four villages within the kecamatan of Limboto wer 
selected to be surveyed. These villages were Bijongga, Daenaa, Kayubulai 
and Tenilo. Population, family size and date of survey are given below. 


Village Population Average size Date 
of family 
Bijongga 2145 5.9 Nov. 29. 
Daenna 1814 6.3 Dec. 23 
Kayubulan 3503 a Dec .3 
Tenilo 1084 4.6 Nov. 22 
Total 8546 aE 


Population figures were from the village books for March 1980 


Survey Results 


A total of 141 family heads were interviewed during the survey 
against a sample size of 149. Problems in poor weather, difficulty ir 
access, and families not home caused the reduction. A breakdown fo! 
family interviews for each village is as follows : 


Bijongga 37 families intervied out of a projected 38. 


Daenna 32) —do+ —do— 34. 

Tenilo 18 —do= —do— 20. 

Kayubulan 54 —do— —do— aA 
Diarrhoea 


A total of 22 people reported diarrhoea in the last week. Five of these 
cases were reported as ‘severe’. The duration ranged from one day tc 
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40 days, with the average being 6.25 days. As for the type of treatment 
the following numbers were recorded (Several people said that they had 
visited more than one source of care.): 


Puskesmas 14 
Dukun 5 
Hospital 5 
No medication 3 


Purchased Sulfaguanadine in market 2. 


The total of people asked about diarrhoea was 821 with 22 or 2.7% 
responding positively. The breakdown by villages was as follows: 


Bijongga 6 cases or 2.7% of the total sampled 


Daenaa S=d0> “265 —do— 
Kayubulan 8—do— 2.6% —do— 
Tenilo 3—t0— 3.67, —do— 


The findings with reference to the question on the sugar-salt solution 
were very interesting. Of the 135 families that responded to this question, 
34 (25%) demonstrated that they knew how to prepare the solution and 
101 (75%) had no knowledge of it. 


Child Mortality 


There were a total of six child deaths reported for the four villages. 
The breakdown by villages and cause of death is as follows: 


Bijongga 1 month fever. 

Daenna 4 years bloody diarrhoea. 
Kayubulan 5 years abdominal pain. 
Kayubulan 3 years vomiting and diarrhoea. 
Kayubulan 18 months vomiting and diarrhoea. 
Kayubulan 14 months measles. 


Cause of death was according to the mother or person interviewed. 
According to figures collected in November 1980, there are a total of 
1725 children under the age of five years in the four villages surveyed. 
Given 6 child deaths in a sample of 10%, the age-specific death rate for 
children under the age of 5 years comes to 34.8/1000. 
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Morbidity 


A total of 198 children under the age of 12 years were examined 
for eye problems, cough, runny nose, and skin infections. 


Eye problems 

Of the total 198 children examined, 19 were reported positive for 
some form of eye problem. This represents a morbidity rate for children 
under 12 years of age of 96/1000. The breakdown by village is as follows : 


Cough 
38 of the 198 children examined were found to have a cough. That 
gives a rate of 192/1000. 


Runny nose 


There were 32 positives for runny nose, giving a rate of 162/1000. 


Skin infections 


The survey showed 74 of the 198 children examined positive for some 
degree of skin infection. This produce a rate of 374/1000. 


Robert Weicrbach 


EVALUATION 
Dr. V. Benjamin 


Evaluation is the term used for assessing whether one is achieving the 
goals and objectives set in measurable terms. Need for Stating objectives 
in measurable terms is emphasised. 


This may include — 1. Assessment of the way objectives are stated. 


2. Assessment of the process used for achieve- 
ment of goals and objectives. 
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3. May often be carried out with reference to 


Accessibility 

“Cultural-fit”’ 

Availability 

Efficacy (effectiveness — a complicated 
concept). 


Efficiency — (or cost-effectiveness). 
And/or 


Resources available 
Utilization pattern 
Activities undertaken 


In the case of a Family Planning programme, evaluation can be varied, 
depending on the particular aspects taken up. However, they often in- 
clude study of the following : 


1. Need for F.P. (Health? Demographic? etc.) 
2. Feasibility and adequacy of the programme. 


3. Performance (response & services, cost analysis, 
manpower, data system used, etc.) 


4. Effects (knowledge, attitude and practice, moti- 
vation). 


5. Impact (family size, birth interval, age of mother 
at birth of first and last child, etc.) 


Malnutrition -— Dr. Paulus Santosa has highlighted how traditional ways 
of evaluation do not give us a true picture of reality. 


However, if carried out with full awareness of its limitations, conven- 
tional methods can help us to measure whether we are attaining our 
objectives or not — whether the nutritional status of a particular group has 
improved or not, through careful use of measurement data. 


However, when “interpretation of reality” is involved, it will be 
different for different individuals and groups. Thus a subjective element 
sets in. In order to avoid subjectivity, many evaluations have gathered 
simple collection of data and statistical analysis and interpretation of the 
Statistical analysis. 
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But, we cannot escape some kind of value judgement. It has b 
rightly pointed out that even considering that an evaluation is import 
is already an introduction of values. 


It has been said that results of statistical analysis are generally me 
useful to the researcher/evaluator than to those whose activities are bej 
evaluated. Building up an understanding of the dynamics of a programm 
its strengths and weaknesses, often builds up the evaluator. 


Most conventional methods have these weaknesses. Therefore, the 
has been an increasing interest in “Participatory Evaluation”. This approac 
“recognises that the investigator and his subject inhabit (are part « 
different realities, and that it is presumptuous for the (investigate 
alone to determine what is to be investigated (evaluated). — (Ru 


dock: Concepts of Evaluation — Paper at Scutrea Conference, Univ 
sity of Southampton, UK, 1978) 


In the participatory approach, participation is encouraged at ea 
stage of the evaluation, beginning with the selection of methods of cc 
lection of data through to analysis and action based on the evaluatio 


Genuine participatory evaluation is very rare. Some people have classifi¢ 
“Partial Participation in Evaluation” as follows : 


I The “Study Of Specimens” Approach 


Programme participants are expected to play a minimal part —i 
participants agree to be counted, examined, questioned, etc. Great 
participation is not encouraged on the grounds that this interferes wit 
the quest for “fully scientific results”. 


The result are not used for analysis. There is no feedback of findin 
to participants. 
If The “Protection of Minors” Approach 


There is “partial explanation” of the evaluation study objective 
participants answer questionnaires, are involved to some extent in analys 
of the data, and in many of the evaluation procedures, and receive limite 
feedback of evaluation findings. However, these are carefully screened b 
the initiators of the evaluation and the participants are not involve 


deeply. 
lif The “Adolescent Participation” Approach 
This is much better in that participants of a programme collaborat 
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in the initiation of the evaluation and selection of methodology. They 
participate in analytic exercises and the concluding of the study, and 
have a part in the dissemination and utilization of results. 


But there are no adequate steps taken to incorporate procedures 
into the programmes for ongoing or periodic evaluation. Participants 
are Still over-reliant on external help for any future evaluations. 


IV The “Active Participation” Approach 


Here, the participants collaborate in initiation, setting objectives 
and selecting methodology of the evaluation, the collection and analysis 
of data. Ongoing evaluation parameters are built into the programme. 
Participants have priority in decision making regarding implementation 
and dissemination of findings. In such a scheme, participants are less 
dependent on outside help for future evaluations. 


What are some of the Factors to consider in using a Participatory Evaluation 
Approach ? 


A. Methods. 

B. Role of external agent. 

C. Expectations regarding the evaluation. 
D 


Use of evaluation findings. 


A Methods 


Full participation can be limited if levels of literacy or education 
of participants vary. Even so, almost all programmes have records, report, 
plans; questionaires can be prepared and items such as registration of 
Births and Deaths are not difficult, if planned properly and responsibilities 
are fixed. 


Sampling and controls can be used and participants fully involved. 


Participants observation is feasible. Collection of personal biographies, 
or specific case-studies help. 


However, if there have been no “base-line (surveys) data” available, 
there can be limitations. But the initial participatory evaluation can give 
“base-line data” for future evaluations. 


During participatory evaluation, the programme should not stop — 
it must go on; some slowing down may be inevitable. 
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The speed of participatory evaluation will depend on participant: 
abilities, regional characteristics such as distances, road conditions, etc 


The speed of the evaluation should not “outstrip” the participants 
comprehension. 


B_ External Agent 


Facilitator. — Participants are helped to “focus” on particular probler 
areas, and “keep to the subject” when planning the methodology, etc. 


“INTERNAL EVALUATORS ARE BIASED — EXTERNAL ARE 
JUDGEMENTAL” — But both these are overcome in participating eva 
luation, because of “sharing” relationship, shared goals of consultant and 
participants. 


External Agent has to have certain characteristics as classified by 
a group of rural programme participants’ 
a) Humility. 
b) Simple habits. 
c) Readiness to identify with the people. 


C There are no Experts — All are Learners 


Evaluation is not something that is intended to help workers to 
solve all problems. Rather evaluation focuses on : 


1) Expressing strengths, weaknesses. 
2) Indicate need for changes. 
3) Propose alternative Strategies. 


Most evaluations end up with documentation of successes and achieve- 
ments — in quantitative terms such as large percentages nearing original 
targets, etc. 


But there are other criteria of success which are less easily demon- 
strated or analysed by numbers: 


Attitudes, relationships, fears, motivations, communication barriers, 
reasons for priorities in goal setting, perception of identity and purpose, 
leadership patterns, perception of ownership, etc. The less quantifiable 
matters may be more important. It is easier to measure these in parti- 
cipatory evaluation. 


Conflicts and tensions are part of life, and need not be glossed over. 
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Participants in ongoing monitoring help, keep up morale and mo- 
tivation. 


D Use of Evaluation Findings 
There are many instances where — 


(1) Findings are too complex to be understood by participants. 
(2) Conclusions are ‘unacceptable’ and, therefore, quietly shelved. 


(3) Are ‘inappropriate’ because the goals were not set by the parti- 
cipants. 


— Participant evaluation is more likely to overcome these defects. 
Confidentiality of results often hampers true evaluation. 


Participatory Evaluation — The most important factors in this are — 
(i) Communication; (ii) Continuing common enquiry. 


It is “the community of knowledge and of enquiry that makes it 
possible for people from different education levels to work together 
for the common good. Such an approach becomes not only a fest in 
development, but operates as a political levelling instrument to help 
minimize .social and educational differences.” (Swantz in ‘Convergence’ 
Vol. 8, No. 2, Canada). “It is also to be considered as a dialogue over 
time, and not as a static picture from one point in time.” (Hall). 


If evaluation is to be used for decision making and programme adapta- 
tion, it is the decision makers at each level who should be involved in 
selecting priority question for evaluation, and in carrying out the evalua- 
tion and using the results. This is not to say that external assistance is 
completely taboo. But the final responsibility for evaluation should 
rest with those involved. “It is preferable that evaluation be relatively 
simple, understood and usable by those involved — rather than satisfy 
some scientific standards to satisfy funding agencies.” (Cole-King in WHO 
— 1979). 


“Let us look for an evaluation style that recognises the dignity and 
validity of the local people and does them justice.” (Christian Medical 
Commission). 


Conclusion 


Traditional evaluation is not necessarily bad. Statistical analysis can 
be objective and give some picture of part of the reality. But this is in- 
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complete; so, Participatory Evaluation is to be preferred. This will in- 
clude:— 

— identification of goals. 

— selecting of procedures. 

— methods of data collection. 

— analysis. 

— implementation. 


This implies sharing and reordering of socio-economic, educational & 
health resources, and power of many kinds. 


HEALTH AND DEVELOPMENT — HOW TO MEASURE IT 


Paulus H. Santosa 


I Minahasa experience of Health and Development relationship 


Many people think that conditions of health can be improved by 
generating income growth. This belief came from the rationale that people 
will spend more on health if they have more money. It might be true, 
but let us first learn what could happen to some farmers after a rural 
development programme is implemented in their area. We will learn 
from Minahasa’s experience. 


Kabupaten Minahasa is a prosperous land, one of the richest agri- 
cultural lands in Indonesia, having a high income per capita. The most 
important agricultural product of this area is clove and 71.6% of all clove 
trees of the Province of North Sulawesi grow in this area. Since 1976, 
Ministry of Agriculture has launched a rural development programme in 
Minahasa, called the Clove Intensification Programme (CIP), a kind of 
loan programme to generate ‘green revolution’ among clove farmers. 
A study had been made to evaluate this programme and I quote some 
findings reported by the evaluation team, as follows: 


Clove farmers who were served by CIP received a higher income 
of 3 times (in Kombi district), up to 4 times (in Sonder district), 
as compared to those who were not. (Table 1). 


After being served by CIP, those farmers were having an increase 
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in their income, ranging from 80% (in Kombi) up to 180% (in 
Sonder), (Table 2). 


Now, what happened to their consumption pattern can be seen in 
Table 3 and Table 4. We find that money was spent more for clothing 
and food or parties rather than for health needs. We know well and are 
surprised as well, how those farmers spent money on things like soft- 
drinks and beer. 


To understand the situation better, we must compare these figures 
with similar figures for West Jawa farmers. Table 5 shows how much was 
their income and how they spent it. In this area, 49% of farmers had land 
less than 0.25 Ha and 23% had land between 0.25 to 0.5 Ha and 28% 
had more than 0.5 Ha. 


From 1973 to 1980, the number of farmers in Indonesia increased 
from 14 millions to 17 millions or about 2.8% annually. Among these, 
farmers who had less than 0.5 Ha, increased from 6.6 million to 11 mil- 
lions. Roughly, income per capita of Indonesia had increased 4 times from 
US$110 to US$440 in the same period of time. 


If Health development and healthy development 


The first subject we have to deal with when talking about develop- 
ment of health is the ideal state of health we would like to achieve as our 
goal. The Alma-Ata conference said in its declaration that our main 
goal should be the attainment of a level of health by all people of the 
world by the year 2000. It was mentioned that this level of health 
should permit people to lead a socially and economically productive life. 
However, it is not an easy task to interpret this commitment in more 
countable terms. We are aware that it will be very difficult to describe 
quantitative indicators of the ideal state of health of an individual, particu- 
larly in the perspective of a more holistic understanding of health. If 
health is not merely the absence of disease or infirmity but a state of 
complete physical, mental and social well-being, it will be insufficient to 
use only physical health indicators to assess an individual’s state of health. 


Individual state of health will be strongly influenced by the quality 
of life of the community. It is impossible to describe an individual state of 
health without mentioning the health condition of the community. Yet, 
a level of health stated in the Alma-Ata declaration is a functional one, 
it should permit people to lead a socially and economically productive 
life. 
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Paul Tournier described a very important dimension of health: h 
called it the third dimension of health, and it is not mentioned in th 
WHO definition of health. This third dimension of health is the spirituz 
dimension. What is spiritual in us is our need for relationship, a harme 
nious relationship with our neighbour, nature, society and with God 
Any damage to these relationships will create an unhealthy condition 
An ideal state of health should also reflect a harmonious relationship. 


An ideal state of health should be a sustainable one. Sustainabl 
means natural, not a living in a bubble-city or taking a multi-vitamin ever 
day. It should be sustainable for individuals as well as for their com 
munity. 

An ideal state of health is part of an ideal development; therefore 
it should reflect the spirit of social justice. Therefore, an ideal state o 
health cannot be measured by medical indicators only. It will need mor 
comprehensive indicators — economic, political, cultural and moral. / 
degree of equity of distribution of health resources, financial resource: 
and a degree of decentralization of decision making will be the relevan: 
indicators. 


The second subject I would like to discuss is how to achieve 
the ideal state of health. Generally, people will always relate this point tc 
the provision of health care or any effort we make to restore, improve 
and maintain the condition of health. We often forget that even the 
transformation of our health system should be included. We have learned 
that the present structure of health care is failing to provide health for all. 
The Alma-Ata commitment has demanded a total revision of the existing 
health system. It was stated that health should be for all people and that 
people have their right and duty to participate individually and collective. 
ly in the planning and implementation of their health care. It is a more 
participatory system, where every individual has an equal role in the 
process of decision making on matters which affect his/her health. 


The old structure of health care has a more industrialised spirit 
and people become objects of the service. This spirit promotes con 
sumerism in health along with the promotion of health. Every effor 
is institutionalised to a sophisticated degree and health becomes an econo 
mic commodity. A lot of indicators being used to measure achievemen 
had been established by institutions and professionals, and these indi 
cators were only being used to measure condition of people. For example: 
are such variables of doctor-population ratio, or specialist populatior 
ratio, in the understanding that more doctors is better; number of patient 
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coming to clinic or hospital, bed occupation rate, funds spent by govern- 
ment or private agencies for health, health expenditure per capita, etc. 
I do not say that these indicators are useless, but these should be inter- 
preted in a different manner. Doctor-population ratio could also be 
interpreted as a degree of dependency on doctor. So what seemed good 
in the old understanding could have a totally different meaning in the new 
context. 


Transformation of the health system demands that we should have a 
different frame of thinking as employees of institution or as professionals. 
We should use a different tune for our song, and this is not an easy task, 
since the old tune is a praise to ourselves. 


Transformation of the health system does not only mean that we 
must give a different understanding to the old measures, but we have 
to develop new indicators as well. These new indicators should show 
the characteristic of the new health system which is just and equitable, 
participatory and sustainable. The new indicators should show what has 
been achieved by people, particularly poor people. In solidarity with the 
poor, we must show their achievement rather than their failure. Previously 
we always showed poor people in bad shape, which actually is a picture 
of their failure. 3 
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TABLE 1 


INCOME OF FARMERS COVERED BY C.I.P. COMPARED TO 


THOSE WHO WERE NOT COVERED BY C.LP. 


RESOURCES 


Clove 


Other Agricultural 
Products 


Non-Agricultural 
TOTAL 


Clove 


Other Agricultural 
Products 


Non-Agricultural 
TOTAL 


NOT COVERED BY CIP COVERED BY CIP 


Rp. 1000 % Rp. 1000 
SONDER 

| 4 90.5 G-20a71 
Frag 1.0 98.1 

142.0 SH 697.8 

1,680.7 100.0 7,001.0 

KOMBI 

900.9 48.5 a3033 

rhe Bale 1.6 37.8 

926.0 49.9 566.0 

1,680.7 100.0 7,001.0 
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%o 


88.6 


1.4 
10.0 
100.0 


90.0 


0.6 
9.4 
100.0 


TABLE 2 


INCOME OF FARMERS COVERED BY CIP. 


IN KOMBI AND SONDER 
RESOURCES BEFORE COVERED BY COVERED BY 
CIP CIP 
Rp. 1000 % Rp. 1000 % 
SONDER 
Clove 1,646.7 77.0 4,555.0 = “$50 
Other Agricultural 
Products 62.1 3.3 084 2.0 
Non-Agricultural 419.5 19:7 697.8 13.0 
TOTAL 2123.3 100.0 5,350.9 100.0 
KOMBI 
Clove 20230 96.0 4,034.8 89.9 
Other Agricultural 
Products 31.4 i? 316 0.9 
Non- Agricultural 56.0 2.3 566.7 P22 
TOTAL 2,411.3 100.0 4,639.3 100.0 


i. a 
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TABLE 3 


CONSUMPTION PATTERN OF HOUSEHOLDS 
IN KOMBI DISTRICT 1981/1982 


No ITEMS NOT COVERED BY COVERED BY 
CIP CIP 
Rupiah % Rupiah % 
1. Staples 255,000 16.6 312,000 + 191. 
2. Drinks 98,300 6.4 153,000 9.4 
3; o.oo 239,000) 6 LS.5 360,700. 22.6 
4. Clothing 92300 . 6.0 335,200 20.6 
5. Furniture 1776008 1.1.6 207,500 ~=12.7 
6. Cigarettes & Restaurants 992007 ©6.5 67,000 4.1 
7. Education (School) 60,100 3.9 77,100 4.7 
8. Health 45,500 3.0 62,600 3.8 
9.  Parties/Fiesta 3500 225.1 15,300 0.9 
10. Taxes 77,400 5.0 36,500 ee 
11. Recreation 7,7 0Ue6 0.4 4,000 0.4 
TOT ALL 1,537,300 100.00 1,631,000 1100.00 
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TABLE 4. 


CONSUMPTION PATTERN OF HOUSEHOLDS 
IN SONDER DISTRICT 1981/1982 


NOT COVERED BY COVERED BY 


CIP CIP 
Rupiah %o Rupiah % 
= = Staples 84,900 13.3 See PO0rIio0/23.7 
2. Drinks 60,400 95 169,200 10.3 
3. Food 142,100 228 201,600 12.3 
4. Clothing 42,400 oy 102,000 6.3 
5. Furniture 72,800 11.4 110,000 O.7 
6. Cigarette & 65,400 10.3 91,300 5.6 
Restaurants 
7. Education 14,100 Luke 56,200 3.4 
3. Health 72,500 11.4 34,900 Zu 
).  Parties/Fiesta 52,200 8.2 316,500 19.3 
m.  laxes 21,700 3.4 33,700 oul 
(1. Recreation 7,600 13 133,100 8.3 


TOTAL 636,100 100.0 1,637,000 100.0 
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TABLE 5 


EXPENDITURE OF HOUSEHOLDS 


INDRAMAYU CIREBON 

ITEMS I] II III I II Ii 
1. Rice ~ 55 SBMA BO 4s 51 44 
2. Food 23 24 28 33 hs 28 

(TOTAL) (82) (76) (78) (78) (76) (72) 
3. Clothing 8 6 7 i 12 9 
4. Housing in 11.2 3 3 0.7 4 
5. Education 2 0.5 1.4 0.6 0.9 OF 
6. Health 1 1.8 2 8 is 8 
7. Party & Gift 1.3 1<3 2 2 2 3 
8. Recreation 3 Ba 6 0.8 0 y 
9. Others (Taxes) 0.7 0 0.6 0.6 1.4 1.4 
TOTAL % 100 100 100 100 100 100 
TOTAL IN 
RUPIAHS/ 
CAPITA [12852 113031 013332 11791 1801 m 272 


LAND HOLDING RATE: I. Less than 0.25 ha 
II. From 0.25 ha to 0.49 ha 


III. More than 0.5 ha 
ee ee. a 


REFERENCE: 


M. Husein, Husni Thamrin Kalo dan Chaerul Saleh; 
‘Studi Dinamika Pedesaan di-Jawa Barat”’ 
Laporan No. 05/78/L Survey Agro Ekonomi Marot 1978 
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FINANCING OF PRIMARY HEALTH CARE 
Dr. H. Lems 


Introduction 


The subject of financing of primary health care or community health 
has received a lot of attention over the last few years at various inter- 
national forums and conferences, and it even seems the issue is getting 
more attention in this period of economic recession, whereas the question 
of self-reliance of community health programmes is hardly ever men- 
tioned. Let us just pick out a few quotations from various places: 


‘With government encouragement of popular participation, local 
communities in both rural and urban areas can assume an important 
share of the responsibility for a PHC programme. A nation can thus 
utilize its health resources with maximum effectiveness. 


However, even with a national commitment to PHC and the judicious 
reallocation of resources in its support, few Third World countries 
will, on their own, be able to achieve the goal of health for all by the 
year 2000. Developed countries will need to provide direct assistance 
to the health sector for PHC policies, increase capital flows to pro- 
grammes for the poorest, and institute a new international framework 
which will promote accelerated development.’ 


(Maaze Bekele, UNICEF Consultant, 1978) 


‘While national resources need to be increased and efforts are being 
continuously made in this regard, the implementation of PHC pro- 
grammes will still require a considerable amount of external finance, 
but for which, various significant programmes would remain unimple- 
mented.’ 


(Dr. V.T.H. Gunaratne, Regional Director of WHO/SEARO, 1979, New Delhi) 


‘The group devoted much time to looking at the view, mentioned 
earlier in the meeting, that church-related, community-based primary 
health care programmes are expensive to run and a burden on the agen- 
cies and/or organizations responsible for them. It was said that an 
effort should be made in the direction of self-sufficiency since long- 
term external aid tended to make people dependent and to stifle 
initiative.’ 
(Southern Asia Regional Consultation on the Christian understanding of health, 
| healing and wholeness, 1980, New Delhi) 
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A few things, amongst others, become clear from the quotations 
above. 


a. Community health programmes/primary health care programmes 
need considerable amounts of money, as well as other resources. 


b. There is a lot of uncertainty whether governments as well as 
private/church organizations can afford now or in the future 
to operate extensive PHC programmes at their own cost. 


c. From all sides there is pressure on the institutes to increase 
the participation of the communities served, both in money 
terms as well as otherwise. Some people are saying that people’s 
participation is a ‘sine-qua-non’ for true community health 
programmes. 


So, it cannot be denied that the financing of PHC programmes is 
an important question, and it is against this background that we will 
undertake to shed some more light on this subject. Until now it seems 
that very little practical study has been done on the subject, and only 
recently a more extensive study has become available, focussing on the 
subject of community financing, issued by the American Public Health 
Association, through its International Health Programmes department. 


The study reviewed more than a hundred projects and programmes in 
this field all over the developing world, and we will follow the outlines of 
this study report. 


Health Care: Financing and the Role of Communities. 


Most health care activities need financing from a variety of sources. 
An appropriate mix is essential to ensure economic viability and the 
desired scope and distribution of services. This statement holds true for 
both government as well as non-government health services, as is indicated 
by Charles Myra Montacute in his practical book on administration of 
health services, where he says: “The main sources of finance for church 
health services are: 


1. Government grants. 


2. Fees from in-patients, out-patients (users of facilities and ser- 
vices). 


Grants from the church. 


4. Grants from other sources, particularly for development pur- 
poses. 


130 


5. Training fees and miscellaneous income.” 


| Therefore, the decision how to finance the health service should be 
based on multiple factors, such as: 


— the type of costs to be covered being one-time costs (capital 
or development cost) or recurrent costs (exploitation costs). 


— the nature of the activity, being hospitals, or other health insti- 
tutes, extension of basic services, or community health pro- 
grammes in rural areas. 


— the type of resources needed, for instance local currency, foreign 
exchange, commodities, technical skills, etc. 


-- the short- and long-range dependability of the source. 
— who is the one that ultimately pays? 
— effects on the scope and accessibility of services. 


— and any political or non-revenue effects arising from the use of 
certain sources. 


Major finance sources, stemming from outside the community itself, 
in general can be summarized as follows: if if 


— foreign loans 

— foreign grants 

— national general revenue 
— national social security 
— regional government 


Next to these sources, community financing can be mentioned, which 
may be defined as contributions by beneficiary individuals and groups 
for public/private sector services. 


From a short investigation it was concluded that no single source 
of finance is perfect. Whereby community financing is or may be an 
option in certain settings where it fits into other health care financing 
arrangements. Although community financing may often appear to be 
the only means of extending new services into rural and marginal urban 
areas, it was also found that personal resources available in the community 
would not be readily available for Alma-Alta-style community action 
and preventive health care activities. It is in this respect that we should 
keep in our minds that it is not only the ability to pay that counts, but 
the willingness to pay as well. Another aspect of the community financing 
system which should be mentioned here is that the redistributional effects 
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of it are very minimal, leading to the preliminary conclusion that com- 
munity financing does not change disparities among regions, and between 
city and country, and may even offer less long-run potential for financing 
basic services than would be a major redirection of government spending. 


But, let us have a closer look on the methods of community finan- 
cing. 


Methods of Community Financing 


In general, five types of sources of community financing were en- 
countered and are used to various degrees in different projects and pro- 
grammes, the five types being: 


— personal service fees 

— drug sales 

— prepayment, either personal or production-based 
— community or individual labour 

— ad hoc contributions and fund raising. 


Looking at the type of cost generally matched by community finan- 
cing, we have to conclude that these are rather restricted. Most com- 
monly these are used to pay health workers and re-stocking basic drugs, 
and in a minority of the projects, part of it is used to contribute to general 
revenue as well. Community labour and contributions, not mentioned 
as such above, are, however, widely used for constructing and maintain- 
ing health posts and sanitation facilities. Let us quickly review the various 
sources of community financing often used now. 


Personal service fees 


These are widely used for both private and public health-care finan- 
cing. Traditional birth attendants and practitioners may accept produce 
or livestock as compensation for services, while non-traditional providers, 
often expect cash. The funds raised in this way may often be used as 
an incentive for the person rendering the services, be it a paid health- 
worker or a volunteer health-worker. Fee-setting may occur on an indi- 
vidual negotiation base, or via more joint consulting and, in some cases, 
even one-sided government/professional decision. 


Drug sales 


Pharmaceutical costs make up a major portion of the recurrent 
costs of primary health care, and many programmes attempt to defray 
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them by requiring patient contributions. Primary health care programmes 
may sell drugs either to augment general clinic resources or as a means 
of maintaining self-financing revolving funds. However, revolving funds 
like these must sell drugs at or above replacement cost and must earmark 
revenue for the purchase of new supplies. It was found that most pro- 
grammes using this source aimed for a slight surplus, either to provide 
a minimal income for health workers or to raise money for other activities. 
Initial capital as well as sales management are important aspects here. 


Personal and production-based prepayment 


Whereas, in the case of personal service fees and drug sales, individuals 
pay for goods and services as (and if) they are needed, this scheme is an 
alternative in the sense that one is paying in advance of need and that 
costs are shared among all group members regardless of individual use. 
These prepayment systems are known as insurances. Although these 
insurance-schemes in developing countries tend to have more limited 
objectives than those in developed countries, these schemes are also widely 
used. Membership premiums in these plans, especially in the personal 
prepayment plans, appear low. 


Community labour 


Human labour, one of the most abundant of natural resources in 
many developing countries, is widely used in community development. 
They are used in facility construction and maintenance, for instance 
building health posts, and in sanitary improvement schemes. Also, through 
the provision of health services, whereas many projects and programmes 
rely on unsalaried community “volunteers”’ for routine provision of basic 
services, although they may receive some irregular income from drug 
sales, service fees or contributions. Exchange of services is another field 
of community labour, where members of the community spend a certain 
number of hours of work on the fields of health workers as a compensa- 
tion for services rendered. Labour could also be applied to community- 
owned productive enterprises as a way to raise money for health care 
activities. 


Ad hoc contributions and Fund raising 


Also these activities, such as donations, festivals, raffles, lotteries 
and other community events, are used to raise money for health care. 
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In view of their nature, they are generally used for one-time costs only, 
although more regular forms are known as well, for instance, the 
‘arisan’ system in Indonesia. 


The projects/programmes which reported these forms of community- 
financing, at the same time reported using multiple community and non- 
community financing methods. The main objectives for the community 
type of financing being: 

— compensation of community health workers. 

— paying for basic drugs. 

— construction and maintenance of health and saniatation facilities. 


Personal service fees, drug sales and voluntary labour ranked highest 
in incidence. 


Community Financing: Evaluation of Alternatives 


It was stated earlier that no single finance source is perfect for every 
purpose, and also that community financing is no exception to that rule. 
It is time to go somewhat deeper into the strengths and weaknesses of 
community financing, as well as its alternatives: 


A detailed review of community nabity as compared to national 
and international financing, may be found in annex 1. So, to summarize, 
we may say here that community financing is useful for partial support 
of basic health care cost but may not be appropriate if community parti- 
cipation is unlikely. It taps labour and in-kind resources not previously 
used for health care and, if properly designed, may even attract resources 
from the private sector. Unless supplemented, however, it preserves exist- 
ing regional and urban-rural disparities, and its equity may be questioned 
if wealthy areas receive free health care while poor or remote areas have 
to pay. 

National and international financing is more appropriate than com- 
munity financing for development and management of the overall pri- 
mary health-care network, including supportive logistics, supervision, 
and referral services. If available, it may be easier to start up than com- 
munity financing, and it has more far-reaching distributional implications 
than the local alternative. Resource scarcity and scant support to com- 
munity participation are the major drawbacks to reliance on national and 
international health-care finance. In annex 2 attached, a review of 
strengths, weaknesses, appropriate uses, supplemental needs and common 
problems is given of several community financing alternatives. 
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From this, amongst others, it may be seen, that community labour, 
donations, ad hoc assessments, raffles and festivals are most suitable 
for one-time costs, like construction of a health post, equipment purchase, 
or the creation of drug revolving funds. More regular sources of com- 
munity financing can be used for recurrent expenses, where, 
in practice, community labour is used for maintenance of constructions, 
drug sales fits best to cover re-stocking costs, and service fees may most 
effectively be used for compensating health workers. 


The economic viability of the various systems also varies; service 
fees and drug sales being quite vulnerable to interruptions in drug supply, 
prepayment schemes being hit by fluctuations in the market prices of 
commodities produced, especially the marketable surplus. One-time 
donations etc are particularly sensitive to the public’s understanding 
and acceptance of objectives. All schemes are subject to mismanagement 
or technical error, which may impede their effectiveness. 


In respect to scope, accessibility and distributional effects, it is the 
effect of the financing method on demand for health care that counts, 
and this demand should be assessed from two angles: 


— ‘Can the user contributions be adjusted for personal income?’ 
‘Do only sick persons pay, or are costs shared by both sick and 
healthy persons?’ 


These are important questions where, as in most developing countries, 
if anywhere, the need for health-care rarely coincides with the ability to 
pay for it. It is found that almost all community financing systems, except 
for drug sales, can be adjusted for income, and some can directly en- 
courage people to contribute in accordance with their ability. However, 
while these adjustments are usually possible, the degree to which they 
occur varies widely from one project to another. 


Risk sharing, on the other hand, is inherent in all community finan- 
cing except personal service fees and drug sales. 


Another important aspect in this respect.is the most common worry 
among health-care planners, ie. how to pay for community health-care 
workers. Where health workers are paid, the community participates 
via individual labour, service fees and drug-sales, roughly in that order. 
One time methods are not suitable here, because they do not provide 
continuous income. Although community financing of this type of cost 
saves the overall programme money, it may also result in high turnover 
of health workers, thereby raising project training costs. Another im- 
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portant finding is that individual volunteer work seems to be adequate 
only for part-time or for prestigious work. 


If volunteer health workers are to receive financial rewards, however 
small, from service fees and/or drug sales, a strong bias for the more 
curative work will occur, to the detriment of preventive and promotive 
work. However, without major health education efforts, communities 
may give low preference to preventive work, which may have to be govern- 
ment financed. The problem of appropriate incentive structures for com- 
munity health workers has not been resolved. 


Once again, the experience so far teaches us that many health workers 
around the world are essentially volunteers, even though some receive 
small gratuities in return for favours. Invididual volunteerism is appro- 
priate where prestigious or otherwise valued, but it tends to support only 
part time and low-level health-care. 


Potentials and Limitations of Community Financing 


Advocates of community financing argue that it is a largely untapped 
resource and may be the only feasible solution to the lack of funds for 
primary health-care. For instance, to quote a statement of Kenneth W. 
Newell, from his book ‘Health by the People’, in discussing the subject: 
“The need for primary health-care to be self-sufficient has been expressed 
many times and with a multiplicity of arguments. It has been said that 
there is not enough money in most countries to consider any other 
solution and that the community priorities are more likely to be met if 
the people themselves both raise and spend the resources required.” 


And it seems this view has gained broad support, as for instance 
in the description of broad outlines of the National Health System of the 
Republic of Indonesia, issued in 1982, stating: 


“There is a tendency for the rising costs of health care to put a heavy 
burden on the government’s budget .. . . therefore, several aspects have to 
be developed, amongst others: 


a. To utilise the existing paying potential of the community in 
tackling the problem of financing its health, from the commu- 
nity itself directly, as well as through the part taken by non- 
government health institutes/programmes re 


On the other hand opponents of community financing argue that 
it places the burden of health-care financing on the people least able to 
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support it — the rural poor as well as urban ones, and others without access 
to existing facilities. 

Victor H. Vaca, in a report of a study on the financial self-sufficiency 
of primary health care programmes, comes to the preliminary conclusion 
that PHC programmes cannot be self-sufficient because the beneficiaries 
of such programmes are mostly the poor, and they, by virtue of their 
poverty, live in a state of economic, political and social dependency in 
which it is materially difficult for them to sustain the programmes. The 
APHA-study on community financing, under review here, comes to 
basically the same conclusion from quite a number of practical experiences 
examined. It states that community financing, at’ best, is just one element 
in a balanced financing approach. 


The positive conclusion seems to be that, in almost all programmes, 
efforts are undertaken in varying degrees so as to have the communities 
participate in the financing of their own health. Where (partial) commu- 
nity financing has been undertaken, the usual approach has been to 
identify cost, and ask the community to pay for a specified part of it. 
Therefore the decision about community financing is taken mainly on 
the basis of budgetary constraints, and not reflecting the communities 
willingness and ability to pay. This leads to the impression that com- 
munity financing would be more viable if demand was studied before 
hand: Another conclusion is that, in almost all of the programmes 
examined, there was a tendency to underestimate the start-up cost of com- 
munity financing, including activities such as major community mobili- 
zation and liaison efforts for virtually all community financing, technical 
and managerial assistance to individual communities, and back up resourc- 
es for temporary deficits. The study ends with the conclusion that some 
balance between community self-reliance and outside support is clearly 
desirable. 


Conclusions 


Uptil now we have mainly concentrated on the question, “Can 
primary health care/community health become self-sufficient?”’. 


It seems that there is quite some confusion about what to under- 
stand while talking about self-suffiency. That would lead us to the con- 
clusion, that until now we were posing the wrong question. The right 
question may be, ‘Which part of primary health-care becomes self-suffi- 
cient?’ In answering this particular question, the local situation and 
condition can be taken into account, and also such variables as economic 
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possibilities and potentials, degree of community organizing, social-cu 
tural backgrounds. The conclusion of the studies discussed here, th; 
no single financing source is perfect for every purpose and that th 
Strengths and weaknesses of alternative methods have to be balance 
‘against each other, supports this more flexible approach to communit 
health financing. 


From the practical studies researched thus far, it seems that 100! 
community financing is not very realistic. 


Community financing may be a good option for cost-categorie 
like compensating of health workers, restocking of basic drugs, and partia 
contribution to general revenue, training cost, or hospitalization cost, bu 
the costs of supervisory staff, physicians, project staff, evaluation, tran 
sport, and major equipment usually exceeds the ability and willingnes 
to pay, of the communities concerned. It is for the latter part of com 
munity health programme costs that non-community sources have tc 
be found. 


It is in that respect that Victor H. Varca, in a later report on hi 
study on the financial self-sufficiency of primary health-care programmes 
concludes that, ‘On the other hand, a great variety of examples in Latir 
America exist to indicate that church-related hospital-based programme: 
can become self-sufficient’. 


That is to say, hospitals are used as private undertakings in the normal 
capitalistic sense, serving the richer sections of the population, and in 
doing so gaining money-surpluses available to spend on community health 
programmes, especially to cover supervisory/project staff and overall 
programme cost like transport, courses and the like. This, in fact, is to 
Say that these hospitals take over the role of donor institutes abroad 
in financially supporting these programmes. 


This new style means accepting ‘Robin Hood principle’ of differen- 
tial payments according to wealth. The acceptability of this system de- 
pends heavily on the degree to which the hospitalization services will be 
denied to the poorer sections of the community in exercising the prin- 
ciple. It all boils down to yet another system of special income-generat- 
ing activities, although on a larger scale and at a level higher than a mere 
village community. Such systems have to be compared with, or even sup- 
plemented with, income-generating activities of slightly other types, as 
indicated, for instance by the Southern Asia Regional Consultation on 
the Christian understanding of health, healing and wholeness, New Delhi, 
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1980, when it states: ‘Health programmes should be linked with socio- 
economic ones, which help people to become financially independent 
and thus, pay for their own health care’. May be, a step-by-step approach 
is the best to recommend, whereby in each of our programmes we will 
aim at shifting toward more internal sources. For instance, exchanging 
funds from donors abroad to inland sources through revenues from hospi- 
tals or churches or income-generating activities at a supra-village com- 
munity level or exchanging community financing for funds now raised 


from non-community sources, and so on. 


The answer to what degree our own community health programme 
can be self-sufficient should be a flexible one, in view of situations and 
local circumstances that differ, and in view of changing circumstances 
over time. For the time being, a balanced approach of community and 
non-community finance sources, with increasing support from more local 
community sources in the near future, seems to be the most realistic 


Strategy. 


Questions for Discussion and Self-Research 


1. To what extent is the community health programme you are 
working in, financed by various sources, be it local, regional 
or international? Can you give the percentage of each? 


2. In the case of community financing, what are the systems used 
in the programme you are working in, to raise funds from your 
community? To what extent are personal service fees, drug sales, 
prepayment on a personal or production base, community or 
individual labour, and ad hoc contributions/fund raising used? 


3. In your programme funds raised from community finance 
sources, how much is raised in the community health programme 
again for specific purposes? For instance, drug sales for restock- 
ing drugs, or personal service fees and drug sales for health 
workers’ compensation, etc.. 


4. What steps have been taken in your programme to shift from 
non-community sources toward community finance sources, or 
even from sources abroad to local/regional/national sources? 
To what extent have these steps succeeded? 


5. Can you make an assessment of the new-style Robin Hood 
system put forward in this paper, and do you see any further 


139 


positive points in a hospital-based approach, be it financic 
or otherwise? 


6. Do you think that from the view point of financing possibilities 
be it from the community or otherwise, the concept of ‘Healt! 
for all by the year 2000’ will be reached by your programme’ 
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The following tables are reproduced from Primary Health Care Issues 
— Community Financing, published by the American Public Health 
Association (1982). These tables are referred to in the paper by Dr Lems. 


TABLE 1.1 
PRIVATE HEALTH CARE SPENDING: SELECTED COUNTRIES 
Country Year studied Percentage of GNP Private spending 
spent on Health as percentage 
of total 
Afghanistan 1976 7.4 88 
Bangladesh 1976-77 N.A. 86 
Ghana 1970 4.0 V2 
Honduras 1970 5.1 63 
India 1970 ra. 84 
Pakistan 1970 2.4 63 
Philippines 1970 [.9 79 
South Korea 1975 N.A. 84 
Sri Lanka 1970 4.0 40 
Sudan 1970 37 41 
Thailand 1978 N.A. 66 
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TABLE 2.1 
COMMUNITY-FINANCED ACTIVITIES HAVING SPECIFIED 
OBJECTIVES: BY OBJECTIVE AND BY PROJECT 


Number of Percentage 


Projects of Projects 

By Objectives 
Compensation of Health worker 42 58.3 
Re-stocking of basic drugs. 46 63.9 
Partial defrayal of training costs 2 2.8 
Partial defrayal of hospitalization costs 6 8.3 
General revenue 24 23.3 
Supplementing of government health services 4 5.6 
TOTAL OBJECTIVES 124 172.3 
TOTAL PROJECTS 72 
Mean number of Objectives per Project 1.72 
By Project- 
Health worker compensation only 10 13.9 
Drug costs only 1] 15.3 
General revenue only 10 13.9 
Supplementation of government services only 3 4.2 
Worker compensation plus drug costs 18 25.0 
Worker compensation plus drug costs, and 

general revenue 7 9.7 
Other combinations 13 18.1 

i 100.0 
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TABLE 2.2 
COMMUNITY FINANCING ACTIVITIES, BY APPROXIMATE 


POPULATION SIZE 

Distribution of Project: 
Population size Number Percentag 
10,000 or less 5 5.4 
10,001 to 100,000 42 45.7 
100,001 to 1 Million 29 31.3 
Over 1 Million 16 17.4 
92 100.C 

TABLE 2.3 

OBJECTIVES OF 31 PRIMARY HEALTH CARE PREPAYMENT 
SCHEMES 


a 


Objectives Number of Projects 
ee 


General revenue 5 
Payment of Health care workers only 8 
Payment of Health care workers and 
defraying drug costs 7 
Coverage of limited hospital costs plus 
drugs or workers’ salaries 6 
Unclear 5 
Total oA 
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MULTINATIONALS AND DRUG INDUSTRIES 
‘Dr. Edelina P. de la Paz 
The problem of drugs is, indeed, not only a problem in the Philippines 

but throughout the Third World countries. One thing is certain, and that 
is, as far as drug usage is concerned, we are being manipulated by the drug 
industry all over the Third World. Instead of selling only those drugs which 
are to meet the health needs of the country, drug companies create a 
demand for drugs which have no relation to the actual needs of that 
country, through strong promotional efforts. Saleability of their product 
is their main goal. Profit is made primary, despite their commitment, 
as a drug industry, to teach us to prescribe properly. 


Take the example of Diazepam or Valium. In the Philippines, there 
are 28 brand names of Diazepam. But how much is this drug needed? 
Diazepam is a drug for anxiety. But we can get over our anxieties through 
many other means. What is then done by drug companies? They tell the 
doctors, “To lessen your time with your patient and to discuss him quickly, 
give him Diazepam or any tranquillizer drug.” So they teach the doctors 
the wrong kind of medicine. Certainly, the physician who wants to earn 
more money will follow this advice. Drug stores will continue to sell Dia- 
zepam because patients buy them, and patients buy because the doctors 
prescribed them. 


How then did the doctors know about Diazepam? Of course through 
the drug companies who promoted this — really strong promotions ! So 
we now ask “What is the drug company’s commitment to their medical 
education ? Is it not also to teach doctors properly ?” 


Looking next at the drug market in the Philippines, we see that the 
number of active principles and drugs of formulation that are sold vary 
from 2000 — 20,000. In Switzerland, the total number of brand names is 
only 1500 and they have maintained this for the last 15 years. However, 
in an underdeveloped country the minimum that WHO found was 2000. 
Does this mean we have to use more drugs ? A quick glimpse at a list of 
our common diseases shows that most. of our diseases are still preventable, 
and certainly do not need all these drugs. In the Philippines, we have 
4000 brand name drugs in the market. The WHO states that the number of 
drugs needed. bya country can be trimmed down to 200 (or even less) 
essential drugs. For example, in Philippines, we have 379 brand names for 
antibiotics while according to the WHO, this can be reduced to 32 essential 
antibiotics. 
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A five-year study of the drug industry throughout the world done by 
the Minister of Health of Egypt in 1977 showed that the net return from 
the drug industry is even greater than the net return from oil. The net 
return from oil is 8% while that from the drug industry is 11%. You can 
just imagine how much all these multinational drug companies can earn all 
over the world, praticularly the Third World. 

Analyzing the drugs being used in primary health care, we can find 
out that 15% of the.drugs are for symptomatic treatment. Drugs for colds, 
cough, fever and pains abound whereas essential drugs such as antibiotics 
and anti-TB are very few. The cause is not being treated — only the symp- 
toms. Treatment is only to patch up the disease, not to cure it. 

_ Much more can be said about the multinationals and the drug in- 
dustries, especially in the Philippines. The paper of Dr. J.Z. Salvey Tan on 
“Medicinal Plants: an alternative to the rising cost of medicine” has 
more comprehensive data. Therefore, please just refer to that paper for 
more facts on this subject matter. 


Multinationals and drug industries have indeed been with us for so 
long now. They have benefitted and are still benefitting much from the 
sale of their drug products in our country. Knowing now the real situation, 
what can we do ? Will we just close our eyes to all these, or will we stand 
as one in our call to nationalize the drug industry? For indeed, the drug 
industry must be controlled by nationals who will run them for the interest 
of the people. 


THE ROLE OF TRADITIONAL MEDICINE AND 
MULTINATIONALS AND DRUG INDUSTRIES 
Drs. Edelina P. de la Paz and J. Racimo 


The Role of Traditional Medicine 


All over the world today, there is new interest in traditional medical 
systems. International agencies such as the World Health Organisation are 
now endorsing the use of medicinal plants and acupuncture. Many govern- 
ments are now mobilizing traditional healers for various health care ac- 
tivities. In some countries, there are even schools which offer training in 
traditional medicine. The revival of interest in traditional medicine is 
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perhaps strongest when it comes to the use of medicinal plants. Many 
people find this revival strange, considering that, for many years, school: 
and the mass media have consistently downgraded traditional medical 
practices as primitive and unscientific. 


Why this Revival ? 

The reason often cited is that traditional medicine offers a cheap 
alternative, especially for primary health care. This reason is particularly 
significant in the third world countries like the Philippines, where simple 
respiratory and digestive ailments continue to take a heavy toll of lives 
when the drugs that could have saved the patient remain out of reach of 
the majority of the people because of their high prices. On the other hand, 
medicinal plants can be found all around us and are usually available with- 
out charge. But is that all there is to it ? 


Are medicinal plants and traditional medical practices simply cheat 
alternatives. Or, as some would suggest, second class medicine? 


Before we can answer that question, we need to look back through 
history. Man’s use of drugs goes back to our earliest ancestors who were 
probably forced by circumstances to seek plants which could relieve pain 
and heal wounds. As early civilization started to develop, the use of medi. 
cinal plants also began to improve. Thus, we find several ancient medical 
systems developing as part of very sophisticated civilizations. These an.- 
cient civilizations used medicinal plants quite systematically, even pub. 
lishing books on the plants and their use. These uses were not limited te 
simple ailments. For example, the ancient Incas of Peru are believed tc 
have been familiar with the use of a certain flower to put their patient: 
to sleep in preparation for surgery. 


After more than ten centuries, we know now that the flower the 
Incas used is a close relative of our own thornapple (Datura metal). Anc 
thornapple is indeed a source of drugs which can put patients to sleep. Tc 
cite another example, Indian traditional healers have been using the snake 
root plant ( a Rauwolfia) for many centuries. They use the plant for man} 
ailments, ranging from snake bites to insanity. Today, snakeroot is usec 
as a source of reserpine, a drug useful for treating high blood pressure. I 
is also used as a tranquillizer. 


For centuries, drugs were obtained only from natural products - 
animals, minerals and especially plants. Even today, these materials are t 
be found in drug stores in many countries. Aspirin, one of the first art: 
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ficial or synthetic drugs, was not developed until the 1890s. And aspirin 
itself is actually an imitation of a substance taken from the bark of the 
willow tree, which American Indians had long been using as a drug for 
fever. Even today, plants continue to be important sources of drugs. 
Far from being second class medicine, plants have been found useful for 
nearly every known ailment. And, new discoveries are still being made, 
Such as anti-cancer chemicals from the plant swallow wort (Calotropis 
gigantea) or yellow bell (Incoma stans) which has been found to lower 
blood sugar. 


If this is the case, why then was the use of medicinal plants dis- 
couraged? To answer this, we need to continue with our review of history. 
First of all, drug industries developed mainly in the United States and 
Europe, shortly after the industrial Revolution. The drug industries often 
developed as branches of chemical industries, which had the advanced 
technology to produce drugs in large quantities and in processed, con- 
venient forms like tablets. Produced cheaply and in large quantities, drugs 
became sources of huge profit. Drug manufacturers saw the potential 
they had in their hands. A ready market existed in the industrialized coun- 
tries. However, their countries also had colonies which provided another 
potential market for their products, including drugs. In order to promote 
their own products, the colonizers used their control over the educational 
System and mass media in their colonies to promote the idea that western 
products were superior over native products. 


No doubt, many westerners honestly believed that traditional medical 
practices were primitive and harmful. But it is also a fact that many 
western drug companies were doing research on medicinal plants, relying 
on information gathered from the very people they were calling primitive 
and unscientific. In effect, the United States and other colonizers were 
exploiting their colonies not just for drugs but for many other natural 
resources. And while they exploited their colonies, resources, the coloni- 
zers did little to encourage the development of local industries which 
would have allowed the colonies to process their own natural resources. 


As a result, even after the Philippines became an independent Re- 
public, American and European companies continued to control the 
economy. This is particularly the case with the drug industry. 


Take the case of the drug company now called Wyeth-Suace. It all 
started out as a Filipino firm in 1951, called A.T. Suace and Co., Inc., 
with their own factory to produce drugs including antibiotics, intra- 
venous solutions and blood expanders. It even had its own 200-hectare 
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experimental farm for medicinal plants. But in 1959 Wyeth International, 
an American company, entered into joint venture with Suace. Today, 
Wyeth-Suace is 93% Wyeth and only 7% Suace. 


Today, the Philippines cannot claim to have its own drug industry. 
We continue to import 95% of the raw materials used in commercial 
drug production. All we do here is to package the drugs. But even the 
technology for repacking is not our own! 


Everything is owned by multinational companies. These companies 
are based in the United States, Germany, Switzerland, England and Japan. 
But the companies do not owe their loyalty to any one country or people. 
Their only concern is to make the most profit, even from an item as essen- 
tial as drugs. They do this through many ways. For example, these com- 
panies own the technology to produce drugs and they can charge for the 
use of such technology. 


Even Filipino-owned drug firms have to pay huge royalties to multi- 
national companies who own patents on the technology. This pushes up 
the price of the finished products. 


Another source of profits is called transfer pricing. This means that 
the mother companies based in the US and Europe sell drugs to their 
local branches (subsidiaries) at a much higher price. This way profit can 
be sent abroad (repatriated) without the companies having to pay taxes 
locally. Consider the price of a kilo of the anitbiotic ampicillin. Notice 
that Bristol-Mean Johnson and Beecham bought ampicillin from their 
mother companies at prices much higher than what Doctors paid for it. 
Doctors is a Filipino company, and did not have to buy from a mother 
company. 


Drug companies also make large profits by selling the same kind of 
drug using many different brand names. 


The drugs can be sold cheaply by their actual or generic names. For 
example, there is a great difference in prices of diazepam, when sold 
under different brand names like Valium and Pacitran. No wonder the 
drug companies have blocked efforts to pass laws that would require 
drugs to be sold only by generic names. 


These drug companies have tremendous political influence. For 
example, drugs banned in the US and other industrialized countries 
are being dumped in Third World countries like the Philippines. Is it 
surprising then, that drugs in a poor country like the Philippines are 
among the most expensive in the world ? 
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The profit motivation of multinationals extends to the research they 
will support or promote. Unfortunately, much of the so-called research 
is actually directed towards reformulation. This means coming up with 
small improvements on existing drugs. The “new improved” versions are 
then sold at higher prices. Research also means designing new packages 
and containers for old drugs. Large budgets are set aside for advertising 
and promotions like free samples to physicians, travel grants, sponsorship 
of conventions and even medical equipment. . . . all in exchange for 
endorsments of certain drugs by physicians and medical personnel. And 
the cost of all these promotions is passed on to the poor patient. 


There is, of course, research for new drugs. But present trends in re- 
search are directed towards a search for drugs to be used against cancer, 
cardiovascular disorders and other problems of industrialized societies 
and richer classes in the underdeveloped countries. Little support is given 
to a search for plant drugs that can be used for diseases such as tuber- 
culosis, schistosomiasis, dysentry and cholera which account for nearly 
half of the total deaths each year in the Philippines. As a result, use of 
medicinal plants sometimes becomes a dangerous fad. One example is 
comfrey, which was advertised and sold as a cure — all until it was dis- 
covered that it contained harmful chemicals. 


First of all, there are signs that processing of local medicinal plants 
into commercial products could eventually become a big industry in the 
Philippines and other Third World countries. With synthetic or artificial 
drugs having so many undesirable side effects, there is a “return to nature” 
fad which will mean more research into natural products, like plants, as 
sources of drugs. However, a more important reason would be economics. 
Many multinational companies are beginning to see that it would be 
cheaper, and therefore more profitable, to use local raw materials and 
local cheap labour for manufacturing industries. It is likely, then, that 
medicinal plants may eventually be processed locally. But, will this mean 
cheaper drugs? 


We saw earlier that the prices of drugs — whether synthetic or natural 
— are determined by those who control the technology for research and 
production. 


That technology is almost completely controlled by multinational 
companies. In the Philippines today, 23 foreign companies account for 
70 percent of the total sales of drugs in the country. 


What do we mean when we say we should “promote” medicinal 
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plants? After all, many people never really gave up the use of medicinal 
plants. So just what are we promoting ? 


Are we simply reinforcing existing uses so people can have cheap 
alternatives for simple ailments while remaining dependent on large drugs 
companies for the drugs needed in serious life threatening diseases ? Still 
another vital question: by emphasizing medicinal plants alone, are we not 
encouraging a curative approach which covers up the root causes of 
disease and suffering ? 


In the final analysis, we have to answer the question, “Who is going 
to benefit from the present campaign to develop traditional medicine? 
We often speak of self-reliance as the goal in our health programme and 
in tapping traditional medicine. But history teaches us that it will not 
be simple, unless we are willing to look hard at the present situation, 
and ask what we can do to change it. 
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Questions for Group Discussion 


1. What is the extent of the influence of the multinationals on the drug 
industry in your country ? How does this extent affect the health 
personnel’s attitude towards health-care ? How does it affect the 
attitudes of the end-users? 


2. If multinational drug companies are prevented from entering the 
country, what is/are the alternative (s) ? Is the local drug industry 
in your country an important factor in health-care ? Explain briefly. 


3. Who is going to benefit from the present campaign to develop tra- 
ditional medicine ? What positive steps are needed to reduce reliance 
on foreign made but locally packed drugs ? 
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COMMUNITY-BASED NUTRITION PROGRAMME 
(From Java) 


Since CD Bethesda started its work in 1975, nutrition programmes 
were one of the main priorities. As beginners, we did not have any specific 
concept or methods of implementation for the programmes, and we just 
followed the existing Nutrition programmes’ manual used by the Govern- 
ment and adapted it to our capacity. We started our nutrition programmes 
in a village of 10 hamlets, and the activities were the following: 


1. Training of Village Nutrition Workers (VNWs). 
2. Monthly weighing programme for the children of under five years. 


3. Supplementary feeding programmes for the malnourished under- 
fives. | 

In the following years our activities were physically growing as we 
were operating in 15 districts spread throughout the province, and covered 
more than 5000 children of more than 50 hamlets. However, we did not 
feel quite happy with the growing activities, since we realised that our 
work and efforts did not touch the roots of the problems of the com- 
munities. 


Firstly, we found out that although the programme was implemented 
in the village and organized by'VNWs, and even took place at the com- 
munity center or sometimes was funded by the village people themselves, 
it was yet not a real people’s programme. Those were only physical facts of 
a programme on the village level, but a real indicator for a community’s 
programme lies with the origin of the conceptual basis of the programme. 


The first conceptual error in our conventional nutrition programmes 
_was the thinking that its objective was to cure malnutrition. We presumed 
that our nutrition programmes were a cure for a disease, namely malnutri- 
tion, but in reality this is only a symptom. So, the conventional program- 
mes were only a symptomatic treatment which would always be tempo- 
rary. It will lead us into difficultes in diagnosing the true ailment, and even 
prolong the disorder itself. 


The second conceptual error was that the conventional programme 
is not having a holistic approach to the problem of nutrition. It only re- 
cognises the technical aspects of food problems (such as meal preparation, 
menu and eating habits) and recognizes to a lesser extent that problems of 
food or nutrition of any community are closely related to more compre- 
hensive social problems of the community (economic, political and cul- 
tural). | 
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The third error is in the understanding of “Nutrition” in the educa- 
tional programmes. It is based on a modern sector and formal education 
models, and this will be a further problem for the underprivileged groups 
within the community and will further favour the elite group of the 
community. 


It does not recognize the existing informal and traditional values and 
understanding about food and health within the community but has 
proved itself where it supports the existing healthy lives of poor and 
(formally) uneducated people. 


The fourth error of the conventional programme is that it is an 
institution based programme. We tend to motivate people or families to 
rely on programmes that we organize for them and these new programmes 
are establishing new forms of ‘institutions’. The focus of the conventional 
programme is ‘PMT’ or supplementary feeding programme or other kind of 
rehabilitation centre for the malnourished children. This supplementary 
feeding programme is a clear example of a new ‘institution based’ pro- 
gramme but has wrongly been considered as a community based pro- 
gramme. It tries to replace people’s responsibility for their own ‘institu- 
tion’ i.e. the family, as the basic agent for improving children’s nutritional 
status. In fact, a good nutrition programme should motivate families to 
be aware of their responsibility to the nutritional status of their children. 


The fifth error is that the programmes are more ‘project oriented’ 
rather than ‘issue oriented’. In training of VNWs, they were trained 
to manage programmes that we had designed for them and a bigger part 
of training material emphasized the technical aspect of food and health. — 
Only to a lesser extent does it develop people’s awareness 
of the conditions which oppress them and produce the problems of 
malnourishment. The training was organized in a classical way, and was 
conducted over a continuous period of 5 to 6 days, and at the end of 
which time trainees were accredited as VNWs. They were merely ‘project 
implementors’ and not ‘people’s leaders’. 


When we talk of ‘people’s participation’ in the conventional pro- 
gramme, it actually means talking of ‘how people participate in the im- 
plementation of the programme, in order to make it a success’. People’s 
participation does not really exist at every stage of the programme, but 
only at the operational stage of implementation. It was frequently said 
that people are involved in the process of planning, of making it a success. 
If we talk about ‘self-reliance’ in this context, we are actually talking about 
‘how people can be self-supporting in funding the programme, particularly 
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the supplementary feeding programme’. This is not true self-reliance 
and it will cause a financial burden. True self-reliance means that people 
can overcome the problems that cause malnourishment through their 
own efforts and resuurces. 


In responce to these findings which followed a deep evaluation of 
the conceptual basis of our nutrition programme, as well as Government’s, 
since 1979 we have tried to formulate a better basic concept for our 
nutrition work. We made several trials and finalized a new concept in which 
we try to minimize all of the negative aspects of the conventional pro- 
gramme. We hope that the new concept will reflect all the ideals of a Com- 
munity Based Nutrition Programme. 


The outline of the Community Based Nutrition Programme 


A. The Objective 


To develop healthy and responsible communities amongst farmers, 
as a part of holistic human development, through : 


1. developing indigenous leadership for the organization of community 
action to solve nutrition problems of the community; 


2. increasing awareness of the oppressive situation in which they are 
framed by the existing structure and by which they are prevented 
from attaining their basic needs, including food. 


3. utilization of local resources, acknowledgement of the existing good 


traditional values and practices, and encouragement of further use 
of positive aspects of them in order to achieve self-reliance. 


4. active involvement of people at every stage of the work. 


B. Phases of the programme 


1. Social Preparation 


CD Bethesda staff, as organizers, visit the village and have a series 
of discussions and meetings with leaders of the village, formal and in- 
formal, volunteers, and workers of the village. The concept of Community 
Based Nutrition Programme is introduced and the differences between the 
new concept and the conventional one are explained. At the same time, 
CD staff collect data on the village situation such as population, economic, 
agricultural pattern, leadership and decision making process, tradition of 
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the people etc. People of the village are invited to elect and nominate 
candidates for VNWs; 5 to 10 workers for each hamlet of 100 families. 


2. Training of VNWs and Nutrition Programme Planning Seminar 


The training system that is being used is different from the conven- 
tional one. In this second phase, instead of organizing 5 or 6 day courses, a 
series of meetings are held over three months. Each meeting is only three 
or four hours in a day or two, with a break of a week to a month in 
between for actions such as: home visits for weighing programme, meetings 
in small groups at hamlet level and other activities depending on the pro- 
cess of education. 


The programme of this second phase can be divided into three cate- 
gories: 
formal nutrition education and health education. 


b. awareness building or conscientization (introduction of a simple 
social analysis and problem solving). 


Cc. programme planning seminar. 


In the meetings (which are concerned with education), a paternalistic 
relationship between organizer and workers is avoided. 


Details of the programmes: 


a. Formal Nutrition and Health education 


A practical working knowledge of Nutrition and Health as it applies 
to the village programme is introduced. This consists of such topics as : 


— Nutrition and growth of under-fives. 

— Nutrients. 

— Weighing programme as a growth monitoring tool. 
— Breast feeding and anti-bottle feeding campaign. 
— Vaccination programme. 

— Hygiene and sanitation. 

— Others, according to demand. 


b. Awareness building or conscientization 


This programme leads to the building of people’s awareness of wor- 
kers as well as community members. So, this is an important part. The 
process of awareness building is achieved through the following pro- 
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gramme: 


1. Identifying the causes of malnutrition existing in the village 
by VNWs. Material being used in this process is taken from the section 
‘Block on the Food Path’ of “Nutrition for Developing Countries’ (Mau- 
rice King et al, Oxford Press). We have adapted the material to the local 
situation and we published sheets of pictures which we use for this pur- 
pose. (see appendix). With the help of the pictures, workers are asked to 
identify any possible causes of malnutrition in their own hamlet. Wor- 
kers are divided into discussion groups based on their home hamlets. 


We ask them to discuss and analyze the situation of their hamlet at 
the hamlet level. They should invite other people in the hamlet to help 
them. They should identify factors that can cause malnutrition, to be 
presented at plenary meeting of village level. Through this method a 
wider perspective of understanding about the causes of malnutrition is de- 
veloped. Workers will understand that malnutrition is not only caused by 
lack of formal knowledge of nutrients, or how to cook or how to compose 
a menu, but that it is a result of more comprehensive and integrated 
factors. In our experience, groups of VNWs could identify as many as 
30 to 60 factors as the causes of malnutrition in their community. Among 
these were (for example): introduction of tractors in rice field manage- 
ment (causes malnutrition to landless farmers’ children), small land hol- 
ding rate, bad leadership in the village, bad communication in the family, 
etc. 


2. Learning from the poorest. The aim of this programme is to deve- 
lop self-confidence and dignity amongst the poorest members of the com- 
munity, develop a growing respect to poor families and to develop a 
programme oriented towards poor people that promises self-reliance. 


This programme is divided into two processes of learning : 
a. It is hard to be poor and yet healthy. 
b. Self-reliance is what we can learn from the poor. 
To take these processes in more detail : 
a. The first process contains the following : 


At the first meeting of this process, a discussion is held to establish 
several basic facts (plenary level). 


— which is the poorest group in the village ? 
— what is their average daily income ? 
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After the weighing programme is conducted in every hamlet by tl 
local VNWs group, every group is requested to submit a report on the 
VNWs group, and a report on the programme. Through this programme 
every group could make a list of nutritional and growth status of almost 
all of the under-fives in the hamlet. Those under-fives then are differen- 
tiated into three groups according to their nutritional status: 


— what is their general condition ? 
— what is the average number in the family ? 

The meeting should conclude with answers to the above questions. 

Workers then are divided into groups and every group is asked to 
compose a healthy menu for a day (three meals) for a family of average 
number, with the following conditions : 

— budget is fixed at the amount of the average income of the poorest. 
— menu must be practical and sufficient for an average family. 

After the menus are prepared by the groups, funds are provided to 
every group for a cooking practice. Materials for cooking must be bought 
at the local market or obtained through the traditional way of the village. 
Workers usually come from middle class or well-off families. They will 
find difficulties in this process. The aim of this process is to understand 
the daily life of the poorest and how hard it is to be poor and yet healthy. 
In our experience to date, we found that the average daily income of the 
poorest in the village is about R.300. — to R.500. — or about US $0.50 
to 0.80. The average number in the family is 5; so the budget for a person 
in the family is about US $ 0.10 a day. 


b. The second process is as follows:. 

— Children of normal weight (80% Harvard or above). 

— Children moderately under weight (60% to 80% Harvard). 

— Children who are severely under weight or malnourished (less 
than 60% Harvard). 


Groups are then requested to organize meetings in their own hamlet. 
List of under-fives which had been classified above is then classified again. 
This second classification is based on the parents’ economic status. Children 
of all nutritional status are divided into : 


— those from poor families 


— those from well-off families. 
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Example: Hamlet ‘A’. 
Number of under-fives: 50 children. 


Of poor families Well off | 


Nutritional status: 


Children of normal weight. DS 5 30 

b. Slightly under weight 10 7 Ly 
c. Severely under weight 2 ] 3 
TOTAL Pee OF 13 50 


The economic standard which is being used is not the ‘Formal Poverty 
Line’, but an economic (or mere socio-economic) standard that is com- 
monly recognized or accepted in the village community. Although it is 
not a formal scientific standard, this standard is used in practice among 
the people of the village and is based on a common understanding. 


After the lists are completed, a plenary meeting is held. The organi- 
zer encourages a discussion, analyzing the lists. The aim of the discussion 
is to build awareness among VNWs that not all of the children of the 
well-off families are healthy. They will also find that quite a number of 
children from the poorer families are of the normal weight. 


The highest mark should be given to the poor families who can 
keep their children normal and healthy. It is almost impossible for us 
to keep our children normal and healthy when we are poor, (with a 
daily budget of US $ 0.10 a child). This is an achievement of the poor 
that we have to recognize. 


To conclude the discussion at plenary, the organizer should raise this 
question: “Shall we try to teach the under-privileged, or shall we 
rather try to learn about nutrition from them ?” 


Later on, groups return to their hamlets to work on the next task: 
They visit homes of families of two diverse groups — first, families of 
the poor having normal and healthy children; second, well-off families 
that have severely malnourished children. They interview the families 
to find out : 


— condition of the families (income, housing condition, land holding, 
etc.) 


— food and consumption pattern. 


_ relationship among members of family etc. 
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We do not direct workers to conduct a formal or sophisticated survey, 
but just a very simple information-collecting exercise and sharing of family 
life between those people and workers. Workers should have their own 
ideas and formulate their own questionnaires. We only give some basic 
understanding of the aims of this process, home visits and interviews. 
so that, as workers, they must find out the answers to this question: ‘Why 
did the rich fail to raise healthy children and what is the key to the success 
of the poor ?” If there is one most valuable lesson in nutrition practice, 
it is the lesson that we learn from the poor. There is then a discussion of 
all groups at a plenary. 


c. Programme planning seminar : 


The aim of the seminar is to formulate a nutrition programme for 
the village. This seminar is a continuation of the previous activities de- 
scribed earlier. Materials for the seminar are taken from the result of the 
previous process. At this seminar, workers are requested to make a plan of 
work, a short one, for three to six months. This plan of work provides two 
kinds of services: 


— at the community level, it must reflect their task of helping the com- 
munity to eliminate the possible causes of malnutrition that exist 
in the community. 


— at the family or neighbourhood level, it must reflect their task of 
helping families of the malnourished children to overcome the pro- 
blems which cause the unhealthy conditions in the family. Again, 
we must remind the workers that it is not our task to take over any 
responsibility from the family and that the aim of our work is to 
make the family be more aware of its responsibility. 


Group discussions are conducted at the hamlet, and formal leaders 
of the hamlet are invited to participate in the planning process. When 
formulating a working programme which will be directed to families of 
the malnourished children, groups must be reminded also of the lessons 
they have learnt from the poor who have normal and healthy children. 
This reminder is very important in programme planning, since workers 
have a tendency to plan aid programme for families of the malnourished 
(poor and well-off). We can guide them with a question: “If family ‘A’ 
which is poor but has a healthy and normal child never received any aid 
from somebody else in keeping the child healthy, why should we give 
aid to family ‘B’ which is as poor as family ‘A’? 
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“If family ‘B’ then keeps their child healthy because of aid from us, 
how can they be self-reliant ?” 


Every group will have their own working programme for their hamlet 
and a plan of operation for their programme. This working programme 
of hamlet level can be directed to both improvement of the conditions of 
the community and of families of malnourished children. 


A plenary meeting is called to finalize and synchronize the village 
working programme and the plan of implementation. Thus the villagers 
have their own indigenous nutrition programme, complete with its plan 
of implementation. 


3. Implementation of programmes : 


In our experience, programmes designed by workers through the pro- 
cess we have outlined above, usually take the form of : 


— agriculture development programme 
— animal husbandry 

— rural cottage industry 

— co-operative farming 

— health education 

— safe water programme 

— sanitation improvement 

— primary curative care for under-fives. 


We have not yet formulated a plan for a supplementary feeding pro- 
gramme, since we were aware that it would not solve the problems. 
VNWs were also concerned and committed to the programme personally, 
since they felt that the programmes were theirs and not of CD Bethesda 
or the Government. People’s participation is not a question any more but 
it gives place to a new question : “What should be the participation of 
CD Bethesda, the organizer of the programme ?” 


With the conventional programme we are always being troubled by 
the question of the reward for the workers. With the new method we 
are free from this trouble; we can even ask them for their contribution. 
When they are forwarding proposals for our sponsorship, CD Bethesda 
provides assistance in the form of expertise, loan scheme and information 
resource; we avoid giving grants, or when a grant is to be given it must be 
on a matching grant basis. 
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4. Evaluation 


In the Community Based Nutrition Programme, evaluation process 
is a praxis. Evaluation process belongs to the people and must be done by 
them. They must makes a short term plan and at the end, a meeting 
should be conducted to make an evaluation of their works. At the same 
meeting, a new plan is designed as a continuation of the previous work. 
It is a new experience for them and is contrary to the existing structure 
and tradition. It will need time for the people to develop this new skill as 
a part of their daily lives. Often we found that VNWs were making plans 
that were not relevant to their problems according to our point of view, 
but we do not try to change them. What is relevant according to us is not 
always relevant also according to their understanding. 


In a learning process, experience is the best teacher. A short term 
plan is better, since workers wil! have the possibility to evaluate in a 
shorter period and replan when it is necessary. 


Weighing programme will be a good tool for monitoring, but for the 
best result we must be oriented to the process that happens within the 
community rather than to any physical achievement. 


APPROPRIATE TECHNOLOGY AND ACUPRESSURE 
Dr. Edelina de la Paz 


What is appropriate technology? 


Appropriate technology is a type of technology that makes use of 
indigenous or local resources in an affordable and acceptable manner 
i. e. within the people’s capacity and culture. It aims to break the de- 
pendency of people on foreign technology. It believes in the principle 
and, therefore, the trainer can transfer his knowledge and skills to the 
people. Examples of appropriate technology used in community health 
programmes are the use of acupressure and herbal medicine. 


What is acupressure ? 


Acupressure as a term, is a wrong word because it is derived from the 
word acupuncture which comes from 2 Latin words: acus — which means 
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< needle, and puncture which means a small puncture. The correct term 
should really be Finger Pressure. 


Finger Pressure, therefore is the science of treating illness with the 
use of pressure at certain points in the body so as to restore its normal 
balance and to bring it back to health. 


History of Acupuncture/Acupressure 


Acupressure’s history also follows acupuncture’s history. Acupuncture 
started about 5,000 — 7000 years ago in China when soldiers who were 
wounded by arrows sometimes recovered from illnesses which they had 
been suffering from for many years. In addition to this, it was also ob- 
served that when stones were rubbed against their bodies certain pains 
were relieved. 


Their observations led the Chinese to study how diseases could be 
cured spontaneously if the skin were pierced or rubbed at different points. 
In their course of study, the Chinese noticed that it was not the size, 
but the exact location and depth of the wound that mattered. Later, they 
discovered the existence of certain points on the body which affected and 
controlled certain organs and that, by the use of needle pressure, these 
organs could be affected and healed. 


Theory Behind Acupuncture and Acupressure 


A. * Classical Chinese Theory 


According to traditional Chinese medicine, there exist in the body 
two forces of energy called yin and yang and these are contrived within 
an overall conception of energy called Qi or life force. The yin is dark, 
weak and negative while the yang is light, strong, and positive. 


These energy flows are not confined to the body. They are also seen 
in everything in the universe and in the environment : day and night; hot 
and cold; happiness and sorrow, life and death. 


Health is dependent on the balance between the yin and yang, first 
within the body and secondly, within the environment. These energy 
flows must be protected and kept in balance. If there is an excess or 
lack of either yin or yang, the body is in a state of disequilibrium and this 
can lead to the development of diseases. 


The yin and the yang circulate in the body along paths called me- 
ridians. These meridians are similar to the blood, nerve and lymphatic 
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circuits but they co-respond to them. It is along these pathways that the 
acupuncture points are located. 


When the body is in the state of poor health or is suffering from a 
disease, the flow of energy in the body is stopped, and there is a blockage 
in the energy flow. By stimulating acupuncture points which affect the 
diseased organ, the blockage is removed and energy flow is restored. 
The body is then able to balance itself again; disease and the infirmity is 
gone. 


Yang 
Yin Yang 
aN yin 
BALANCE = GOOD HEALTH Yang 


PX 
Yin 


DISEQUILIBRIUM OR IMBALANCE 
= POOR HEALTH OR DISEASE 


B. Thermohumidial 


Western medicine, which does not believe in the classical Chinese 
theory, poses this theory as responsible for the healing effects of acu- 
puncture. 


There are morphine-like substances called Bendorphine produced 
in the pituitary gland. If pain is felt by the body these Bendorphins 
become active to opiate the pain perceptors found in the mid-brain thereby 
deadening or relieving pain. By stimulating acupuncture points in the body, 
the release of endorphine is further stimulated, thereby increasing the 
substance that would block pain. 


The Essentials of Finger Pressure 


1. Posture 


No matter what, the subject must be relaxed, comfortable and natural, 
and the practitioner must be able to fully utilize his finger movement and 
strength. 
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2. Amount of Pressure 


The amount of pressure varies with the physique of the subjects. 
Generally light pressure is applied on persons in the following categories: 


first time subjects 

in acute pain 

with swelling 

with weak muscles 

with complications such as hypertension, or heart trouble. 


ie Cy 


Hard pressure is applied on the following subjects: 


a. with chronic problems 
b. without other complications 
c. not overly tired. 


It is to be noted that: 


a. the treatment is not to be applied on pregnant women or on 
serious cardiac patients; 

b. working on skin surface of contusion, scar or infection is to 
be avoided; 

c. if the symptom is being aggravated and no relief is observed, 
the treatment is better stopped. 


Period of Treatment 


It can range from 1 minute to 5 minutes once a day for each point 
treatment or whenever you have the problem or whenever you feel you 
wish to do it. 


Caution 
Please keep the following in mind : 


1. Keep the treatment room warm and well-ventilated. This will help 
the subject to be comfortable and prevent him from feeling cold. 


2. The practitioner should keep his hands clean and warm, and his 
nails trimmed to prevent injuring the subject or making him nervous. 


3. Never work ona subject if he has a full stomach. 


Kinds of Pressure 


Please refer to the Manual on ‘Shiaton Treatment’. 


PA 


The six principal Acupressure or Acupuncture points — (Please ret 
the above Manual). 


YAKKUM’S CONTRIBUTION TO COMMUNITY HEALTH 
PROMOTION THROUGH THE COMMUNITY DEVELOPME} 
PROGRAMME APPROACH 


I. Foreword 


Yakkum _, which is an abbreviation of Yayasan Kristen untuk K 
sehatan Umum, is a social-pastoral institution operating in the field « 
health. Originally operating under the name “Yeyasan Rumah Sak 
Kristen Jawa Tengah”, it was founded in February 1950 as a result « 
the co-operation between two Synods, the Javanese Christian Chure 
and the Indonesian Christian Church of Central Java. 


The name change took place in 1964, and reflected the change fror 
hospital oriented services to community oriented ones. This new approac 
offered not only curative, but also preventive and promotive service. 
through the implementation of a community development programme 


Yakkum’s headquaters, which include the unit of Community Healt 
Promotion services, UPKM (Usaha Peningkatan Kesehatan Masyarakat 
is located in Solo, and its branches are spread throughout Central Javz 
Yogyakarta Special District, Lampung Province, and South Sumatra. 


Yakkum’s community oriented service takes two approaches : 


1. Intramural service: this is an institution based service which is offere 
through hospital establishments, maternity clinics/houses, polyclinics 
training centres, community information centres. 


2. Extramural service: this is a community based service, which is faci 
litated through already established community organizations based it 
the villages, such as PKK (Family Welfare Organization), LKMD (Ins 
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titution for the welfare of the village Community), the village com- 
mittee, model farmers, co-operative units, and the socio-economic 
development committees of the congregations. 


Il. How does UPKM Yakkum participate in the community development 
programme, either through the institutional or community based 
services ? 


Based on instructions from the Minister of the Interior (4/1981, letter 
dated August 10, 1981 “050/189/Bangdes) in regard to the management 
and mechanism of regional development, the following ranking was 
declared : | 


L, 
a 
Ss: 
4. 


Development implementation at a Provincial level. 
Development implementation at a Regional level. 
Development implementation at a District level. 


Development implementation at a Rural level. 


Programme at this level are to utilize the rural communities’ own 
resources, and UPKM YAKKUM’S participation in community develop- 
ment programmes is to follow this principle. 


In order to direct and guide the community, the government estab- 
lished vertical contact with community organizations, through the fol- 
lowing channels: 


1. 


P.K.K. (Pembinaan Kesejahteraan Keluarga) 
This family welfare guidance organization was set up by the mass 
communications’ education department. 


Family Planning 
The field guide for family planning was set up by B.K.K.B.N. 


Health 

The Puskesmas (Community Health Centre) has established the 
village community health development (PKMD). All organiza- 
tions involved with village community development are co- 
ordinated by PKMD (Pembangunan Kesehatan Masyarakat Desa), 
or the village social committee. In each district, the district 
authority (camat) is responsible for the policy concerning the 
implementation of its own village community development 
programme. | 
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In accordance with the decree, the LKMD, the village social cor 
mittee, is to act as the co-ordinator of the local community organiz 
tions. It, therefore, makes decisions regarding the village communi 
development programmes. 


Following the established management pattern of the village cor 
munity development, CD Yakkum’s participation involves providir 
stimulation which can facilitate the already established system, which i 
institutionally, structured vertically. This stimulation is provided in tt 
form of material, direct financial aid, or in other non-material form 
It is given on the basis of need and in all cases safeguards the indepes 
dence of the village’s community development. 


UPKM Yakkum offers assistance to a village only after a submissio 
is received which has been approved by the LKMD, acknowledged b 
village head, and recommended by the department concerned and th 
district head. By following this vertical approach, Yakkum utilizes th 
established organizations within the community. 


Participation with church organizations, through the congregation: 
is not united, since the usual practice is to acknowledge that activities fc 
the congregation are “inside activities”. The fundamental reason fe 
congregations participating in programmes is to motivate a change i 
orientation from conventional pastoral services to a systematic one b 
using social work and the C.D. programmes. 


Community activities are more comprehensive if combined with thos 
that are “institutionally” based; for example, participation in the Nutr 
tional Improvement Programme through the village community healt! 
worker would be more comprehensive when combined with Applie: 
Nutrition Programme which have demonstration and information centres 
Because these centres are very few and also are situated far from th 
villages, UPKM Yakkum needs to have an institutional base. The activitie 
are like these : 


I. Mixed farming demonstration plots. 


The village health cadres can learn Applied Nutrition Programm 
through intensive gardening, nutritional information throug! 
demonstrations; and also candidates for transmigration ar 
instructed here in land cultivation, as part of their preparatio 
for resettlement. 


2. Workshop training centres 


For landless villagers and the unemployed: they learn new nor 
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agricultural skills which will be useful and, upon completion of 
the training courses, their home skills enable them to be self- 
employed or become enterpreneurs. 


III. Problems — obstacles facing rural community development 


Yakkum, a social-pastoral institution, operates with a limited budget. 
C.D. projects, therefore, are carefully considered with reference to several 
aspects, which include the natural and social environment, the potential 
impact of the project etc. Programmes are then prioritised : 


1. The natural environment 


80% of the Indonesian population live in rural areas, where villagers 
differ in terms of natural, economic and social characteristics. The 1981 
annual statistics book for Central Java reports the following areas for 
cultivated land : 


— Fully irrigated rice fields -— 28 15% 
—  ¥ irrigated rice fields — f... 96.% 
— simple irrigated rice fields — 21 96% 
— Rain dependent = eee 
— Tide dependent -- O 06% 


Yakkum places priority on rural areas which are rain dependent. 
In Central Java, rain dependent areas are considered to be “high risk 
community”, as they are susceptible to such unexpected events as ir- 
regular seasons, crop pests, or changing economical situations. These 
areas vield only one crop per year, which provides secure incomes for 
only 3 months of the year. Land holdings in these areas are approximately 
1/3 HA, and yield an average monthly income of Rp. 15,000 — Rp. 
20,000. 


2. The social environment 


Within the villages that are given priority, there are social groups 
which demand special attention : 


— The “under-fives” health care services. 
— Non-formal education for school drop-outs. 
— Small landless farmers. 


In terms of general development, efforts are directed towards finding 
new patterns for infrastructure programmes. This includes making use of 
the water potential for agricultural production, the development of 
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cattle, cattle food production, the introduction of new plant specie 
which are suitable for varying soil conditions. 


3. The impact of the projects 


The impact of the project should be truly evaluated according to the 
priorities. For example: infrastructural development such as a dam presen 
only serves in a positive way if the land, ownership of the desa is evenly 
distributed. 


The importation of “breed hens” (ayam ras) to improve the house. 
hold economy is only used (with positive effort) by rich farmers and 
not by the target group. For the latter (poor farmer), the local variety 
of hen (chicken) should be improved by showing them how to vaccinate 
the hens to protect them from diseases. 


For identifying and choosing the situations in which UPKM Yak- 
kum has begun its participation in PMD (Pembangunan Masyarakat Desa), 
we give below a few problems. 


A wrong start in participation will end in failure. The most common 
problems of the society are : 


— Poverty 
— Ignorance . 
— Iilhealth 


Those three are a vicious circle, which afflict the life of rural society. 
Fight against the poverty without reducing ignorance will be ineffective. 


On the other hand, activities against ignorance unaccompanied by 
efforts for attacking poverty will not be taken seriously by the rural 
society. Our experience with the education of health cadres shows that it 
is not possible to hold their attention for a month. But another experience, 
where non-formal education in sewing, which is also combined with simple 
teachings about health, can retain the interest of the candidates until the 
end of the programme. 


Then, after that, with encouragement, cadres will be able to play 
their role constantly in their own community. The encouragement has 
been given in the form of loan capital to be small entrepreneurs | 


An obstacle for participation in rural development is traditional 
leadership. All the villages in Indonesia, even after 37 years of freedom, 
still continue to exist within the colonial and feudal system of produc- 
tion of the previous three and a half centuries. Therefore, the villages 
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cannot just be free from the old social system. Of the old social systems 
which have handicapped the leadership of rural societies, especially the 
formal leadership, are these : 


— Authoritarian 
— Prestige 

— Nepotism 

— Ceremonial 


One example: Nepotism causes all positions within the society to be 
filled up by the families of the village head. Therefore, LKMD does not 
function when decision making is involved. Therefore, the decree is 
really the head villager’s decision. 


Thus, the programme which makes the community organisations 
function through educating the candidate for informal leadership is the 
basic programme and also the first step of Yakkum’s participation. This 
is just one example. Authoritarianism, prestige etc also handicap the 
PMD’s strategy. 


Those are the problems and their solutions from our experiences in 
several locations in central Java, Special Province of Yogyakarta and 
South Sumatra. It is not clear whether the problems and their solutions 
are the same with other private development institutions. If there are 
any differences, they will not be of principle but rather of degree, be- 
cause the background of the villages are basically the same. 


Solo, 1983 
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ROLE OF THE CD YAKKUM 
IN DEVELOPMENT IN THE CON? 


TRAININ 


1. VILLAGE CADRES ) 
TRAINING 
2. BRANCHES OF YAKKUM ) ayes 
3. CHURCH CON TION ? {Class Activity 
rv UBEIRCONGREGA PARTICIPANT 
4. EDUCATIONAL INSTITUTION _ ) 1. Theory 


2. Problem Solving 
3. Reporting 


BRANCH OF YAKKUM 
VILLAGE CADRES 


RURAL 
DEVELOPMENT 


CHURCH CONGREGATION VILLAGE CADRES 


RURAL DEV. 


SOC. EC. 
COM. OF 


THE 


R.C.H.D. CHURCH 


CENTRAL BOARD ON RURAL 
NATIONAL DEVELOPMENT 


CD PERSONNEL 


Il Field Activity 


: MIXED FARMING DEM. 
PLOT & COM. CENTRE 


1. Cattle Breeding 
Le Survey and 2. Poultry SMALL 
Planning on 3. Farming ENTREPRENEURS 
na raat 4. Soc. Econ. Act. LABOUR 
gri. Dev. COOPERATIVE 


VOCATIONAL TRAINING 


ewe 4 
es 2. Masonry 
= 3. Carpentry 

5S. Sawing 


TRANSMIGRATION 


GOV. BODY 


PRIVATE BODY 


R.C.H.D.= Rural Community Health 
Development. 


P.K.M.D. = Pengembangan.Kes.Mas.Desa 
(Village Social Committee) 


GEREJA MASEHI INJILI MINAHASA 
(GMIM) 


| The GMIM Church traces her beginning from the time Diego de Magel- 

haes visited Minahasa, the northern most part of Sulawesi, from Ternate in 
North Moluccas, East Indonesia. In 1563 he baptized about 1500 people, 
including a chieftain in Manado, the capital of the region. Several other 
Portugese and Spanish Roman Catholic priests followed in his steps and 
apparently left Christian communities in certain coastal places. By 1644, 
however, because of indigenous people’s uprising, they had to leave the 
region. 

In the 17th and 18th centuries, a few Dutch Protestant pastors, 
who were in Minahasa during the time of the Dutch East Indies Company, 
found these abandoned and uninstructed Christian groups. They tried 
to nurture them and they even established new communities. But no 
sign of intensive missionary work is recorded. 


In 1817, Josef Kam, the apostle of the Moluccas, visited Minahasa. 
With two other Dutch pastors, he prepared the way until 1827 and invited 
the Netherlands Missionary Society (NZG) to work here. In 1831 NZG’s 
2 German Missionaries Riedel and Schwarz arrived here and started syste- 
matically propagating the Gospel in the inland of Minahasa. Several more 
joined them later and spread themselves strategically throughout the area. 
Missionary work and Christian services were rendered through mission 
schools, courses for women’s groups and young people, and also modest 
rural development programmes, making use of the local languages as means 
of instruction. A Teachers’ Training School was opened as early as 1851 
by Graafland. “Discipleship” training was held in the missionaries’ houses. 
The first two indigenous disciples to be ordained were Adrianus Angkuw in 
1847 and in 1859 Silvanus Item. A third one, Mangindaan, who was trained 
in Holland, in 1860. But as ‘assistant ministers’ they were not allowed to 
baptize or to administer Holy Communion. A very strange ‘church official’ 
to begin with in a young church. A formal Theological Seminary was 
then started in 1867 to train more ‘assistant pastors’ and ‘teachers of the 
Gospel’. By 1880 the Christian community had grown to over 80,000 
members, which was about 80% of the Minahasa population at that time. 
In contrast, however, to the speed and ease of evangelization, the develop- 
ment of church organization was unusually backward. 


Because of financial difficulties and poor ecclesiastical insight of the 
Mission Board, the whole of the Minahasa mission field was turned over to 
and became part of the colonial state church, the Church of the Indies, 
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in 1876, to be governed and managed by it until 1934. It was later called 
the Protestant Church in Indonesia. It was then that a certain sense of or- 
ganizing began to develop within the Minahasan Christian communities. 
And yet, despite her weaknesses as a non-self-governing and non-self- 
supporting church, somehow, out of her schools, Teachers training and 
Theological Seminary, many ‘teacher-missionaries’ were sent out to many 
parts of the Indonesian archipelago. They became the seeds for further 
church growth in this country. | 

In 1934, in Tomohon, she was proclaimed an independent church in 
her first Synod Meeting, representing 368 local congregations through 
11. classes or presbyteries. From then on she is called GEREJA MASEHI 
INJILI MINAHASA (GMIM). There were only less than 20 indigenous 
‘assistant pastors’ to the handful of Dutch pastors, and about 90 Minahasan 
‘teachers of the Gospel’. Most of the congregations were being cared for 
by the ‘teacher-preachers’, the alumni of the Teachers’ Training School, 
who at the same time were school teachers in almost all Minahasan villages. 
This sort of a hierarchy then constituted the basic elements of the church 
order of 1934. There was no prescribed Confession of Faith or Catechism. 
Each local leader did as he thought best, under the supervision of his su- 
perior. Rev. A.Z.R. Wenas was the first Indonesian Church President. He 
was later succeeded by Rev. Manuel Sondakh temporarily, and Rev. Rein 
Markus Luntungan respectively. 

World War II (1942-1945) brought the Japanese occupation of the 
Indonesia archipelago. It caused also the overnight moratorium on any 
outside assistance to this church — financial, personnel and theology as 
well. She suffered persecution and impoverishment. It was only through 
the later presence of 2 Japanese pastors of Kyodan, as liaison officers, 
that further calamity was avoided. 


War-tom, the GMIM Church came out on the eve of Indonesia’s 
Proclamation of Independence on August 17, 1945. Another era began 
with its challenges and Opportunities, such as: How to behave together 
with the other churches in the ecumenical movement as the Church of 
Jesus Christ within the new Indonesian Nation? How to cope with the 
problems of the war of independence, revolution, nation building and 
civil war caused by rebellion against the central government, which brought 
much strife, destruction and suffering both physical and spiritual? Later 
came the period of national development with all its expectations and 
accomplishments, but also the side effects of it. Through all these processes, 
traditional social and cultural values broke down and gave way to the rapid 
emerging national, social, cultural, religious and political values and as- 
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pirations under the State philosophy, Pancasila: Belief in the Lord- 
ship of The Supreme One, humanity, national unity, democracy through 
_ deliberations of people’s representatives and social justice for the whole 
population. Relevant theological and ecclesiological formulations have to 
be provided within this framework of Church and State relationship. 
So were also needed guidance and pastoral care for the church members 
on how to live tolerantly and cooperate responsibily with co-citizens who 
adhere to other religions. 

Through these tense and trying times, the GMIM Church three times 
reformulated her Church Order and Liturgies which expressed, to a certain 
extent, her ecclesiological and theological reflections within her own 
context. Church Confession and Catechism are still to be worked out, 
however. | 
At present GMIM, with a membership of around 730,000 in 555 local 
congregations within 40 Presbyteries, being cared for by 199 ordained 
pastors, 62 of them women, 13,220 men and women elders and deacons 
and 155 religious educators, is the second largest protestant church in 
Indonesia. She is a constituting member of the Council of Churches in 
Indonesia (CCI) since 1950 and of the WCC since 1948. Together with 
these and other protestant groups and denominations they make up 
the 5.35% (circa 8 million) total out of the over 147 million Indonesian 
population. Further figures from last year’s national census are : Muslim 
88.1%, Protestants 5.35%, Roman Catholics 2.5%, Hindus 2.5%, Buddhists 
0.5% and others 1.05%. 

The primary concerns and the most urgent issues the GMIM church 
is facing nationally in the 1980s, as she summarized them within the 
fellowship of the CCI in her ninth general assembly here in Tomohon 
in 1981, are: 

— The implementation of the ideal of One Christian Church in Indonesia 
through planned activities in each local congregation and involving 
them in the ecumenical movement. 


_ Efforts to be more self reliant in theology, human resources and 
funds. 

— To develop a common understanding of the proclamation of the 
Gospel with existing Mission Boards and to upgrade missionary and 
evangelistic activities. 

— Nurturing in the church members a sense of responsibility in the 


midst of society and State, giving special attention to the problems 
of poverty, equity and balance within the framework of social justice 
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and the preservation of the environment. 


— Emphasizing and encouraging the active role of youth and women in 


prog 


the life and work of the church in society. 


She hopes to achieve these through recently recommended Significant 
rammes of: 


Personnel exchange for mission work and Christian Service with chur- 
ches in the North-Central Sulawesi Regional Council of Churches, 
with the CCI and even with those ouside Indonesia. She has now 15 
missionaries being sent out by either local congregations or presby- 
teries or even by the Synod. 


Community Development Programmes which comprise: 


* Schools and educational opportunities for young people, with 
scholarship possibilities. She is operating now 231 Kindergartens, 
367 primary schools, 51 secondary schools, 15 high schools, 
6 vocational schools and 1 University wherein the School of 
Theology, with 250 students, is housed. 


* Promoting community health programmes and health insurance 
system in co-operation with her social health ministry centres of : 
4 hospitals, 30 polyclinics, 12 maternity clinics, 36 mother and 
child care stations and 22 family planning clinics. 

Lay Training Courses consisting of social justice education, motivation 

to participate in village co-operatives and stewardship education. 


Pastoral care and Counselling and Worship Services of course should 
not be the least though the last mentioned. 


STATISTICAL DATA ON THE MINAHASA REGION 


1982/1983 
GENERAL DATA 

Geographical situation 
Region area % 4,322 sqkm 
Number of inhabitants . . 716,092 

— Men sh 358,619 

— Women ¥: 357,473. 
Inhabitants persqkm .. 157/ sq km 


Structure of administration 


6 Sub-Regions 
27 Districts 
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575 Villages of which 512 called “desa”’. 
and 63 called “‘kelurahan”’. 
Swadaya village .. 29 
Swakarya villages .. 228 
Swasembada villages . . 208 


c. Religion 
Islam ~ 71,800 
Christian - 618,305 
Hinduism vs 57 
Buddhism i ys 


d. Education 


Kindergarten a 332 
Primary school hats 811 
Secondary school oe 158 
High school ft 49 
Universities a 3 


e. Economy 


Main source of income .. agriculture 
Main crops. oe ath copra 

cloves 

rice. 

com 
Sawah — area Be 30,340 Ha 
Ladang — area 71 117,876 Ha 
Income per capita... US$350 


In cloves area income per capita may reach as high as 
US$ 1500 — US$ 2000. | 


HEALTH DATA. 
a. Facilities 
1. Government hospitals ra l 
| Private hospitals 
2. Health Centres a 36. 
Supporting Health Centres — = ov 28 
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3. Government Health Posts > 121 


Private Health Posts - 44 
4. Government Mother & Child Clinic .. 40 
Private Mother & Child Clinic 28 50 
5. Family Planning Clinics 
— Government si, “ 3] 
— Army a i 2 
— Private Ay a 13 
6. Pharmacies se 2 1 
Registered Drug stores a 5 1] 
Health Workers 
1. Specialist doctors ag 4 
2. General Practicioners a 47 
3. Dentists ee 5 
4. Dental nurses "~ S 
5. Midwife Bhs 35 
6. Qualified Nurses ae 98 
7. Sanitarians 19 13 
8. Nurses. oY 304 
9. Others - 125 
10. Administrative Workers a 150 


Wells built under the five-year development plans till 1983 


— piping ay 17 
— rain water reservoirs 61 
— well protection , ] 
— handpump well — low a. 1035 
— handpump well — deep ay 85 
— latrines fy 6600 


Village Community Health Development 


— Villages executing a village Community 
Health Development programme 67 


— Trained Volunteer Health Workers 951 
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SECTION F 


Reports on present programmes of participants 


A. PHILIPPINES 
1 National Ecumenical Health Concerns Committee 


What is the National Ecumenical Health Concerns Committee (NEHCC) 


The national Ecumenical Health Concerns Committee (NEHCC) 
is the health arm of the National Council of Churches in the Philippines 
under the Division of Family Ministries. Its aim is to deepen and broaden 
the understanding of the healing ministry in the light of present realities. 


Philosophy of the NEHCC 

The NEHCC believes that health is related to the social, cultural, 
political and economic structures in society. Solutions to our health 
problems lie in the concerted action of the people towards self-reliance in 
the use of indigenous resources and unity in the struggle against the Op- 
pressive and exploitative structures and systems in our society. 
Objectives of the NEHCC 

The NEHCC has the following specific objectives: 


1. To interpret community-based health programme as an integral 
part of the development mission of the church. 


2. To promote self-reliance in meeting health needs in church and 
priority communities. 


To act as an information resource centre on health concerns. 


4. To encourage the church to support health concerns programmes 
in terms of material and human resources. 


5. To organize and mobilize health practitioners towards sustained 
action for social transformation. 
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6. To link up with groups and institutions involved in health here 
and abroad. 


Activities of the NEHCC 
To meet these objectives the NEHCC conducts the following activities: 
1. Regional conference on Health, Healing and Wholeness 


This activity is conducted three times a year in the various regions of 
the country. This is aimed at deepening and broadening the perspectives 
of our healing ministry through interchange of experiences and informa- 
tion acquired by the congregations and individuals interested in the 
promotion of health. 


2. Primary Health Care Training Programme for Organized Communities 


This activity is offered to organized communities to equip health 
committee members with preventive and curative medical skills, with 
emphasis on the utilization of indigenous resources. Priorities are given to 
farmers’ and workers’ organizations and in areas not reached by our go- 
vernment agencies or supported by local church organizations. The main 
text here is the Tagalog translation of David Werner’s Where There Is No 
Doctor/Our Health Our Lives. 


3.  Trainer’s Course On Oriental Medicine 


This activity is offered to doctors and nurses working in community 
health programmes to equip them with skills in herbal medicine and acu- 
puncture and its various modalities. 


4. Publications 


Health Concerns is a bi-monthly publication which aims to inform 
our local congregations with various health issues like transnational cor- 
porations, encroachment in our food and drug industry, nuclear power 
plants, plight of our health workers and information on nutrition, herbal 
medicine and other alternative health care which our congregations can 
use in their own localities. In so doing NEHCC hopes to help congrega- 
tions and individuals take a new look at their role in health, healing 
and wholeness. 


In progress are the translations of an Ilonggo Primary health care 
book, Ang Maayong Lawas Maagum into English and three major lan- 
guages in Philippines, Tagalog, Cebuano and Ilocano, and the acupuncture 
manual into Tagalog. 
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5. Research and Documentation 


Research on medicinal plants, acupuncture, food preservation, nutri- 
tion, multinational corporations and conditions of farmers and workers 
are going on to supplement the training and publication component of 
the programme. 


Submitted by Ms. Jesusa Racimo 


2. Council For Primary Health Care, Philip pines* 


What is the Council For Primary Health Care (CPHC)? 


The Council for Primary Health Care (CPHC) is a private, non-profit, 
non-stock organization which aims to actively respond to the basic health 
needs and improve the health conditions of the people. 


Philosophy of the CPHC 


The CPHC believes that health is related to the socio-economic con- 
ditions of the society and that health problems cannot be solved apart 
from the basic socio-economic problems of the country. The CPHC 
further believes that the solution to the health problems involves the de- 
velopment of awareness of the social realities, and of local initiative, 
leadership and self-reliance among the people. This can be realized through 
organized community efforts upholding the holistic approach in dealing 
with various health and social situations. 


Objectives of the CPHC 
The Council for Primary Health Care has the following objectives: 


1. To initiate improvements in the existing health conditions of the 
country by adopting an approach involving full community parti- 
cipation in primary health programmies; 

2. To build up the base fora primary health care system by co-ordinating, 
monitoring, servicing and assisting health programmes and other com- 
munity endeavours for total human development; and 


3. To influence government policies and decisions concerning primary 
health care delivery system in the Philippines. 


* RM 205 BRB Building, 1258 Quezon Avenue, Corner Scout Reyes, Quezon City. 
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Functions of the CPHC 
To meet these objectives, the CPHC has the following functions | 


1. Communications Functions — to facilitate co-ordinating of pri- 
mary health care programmes and to propagate the CPHC con 
cepts and principles through newsletters, journals, manuals and 
pamphlets. 


2. Research Functions — to conduct and collate researches on tra- 
ditional and cosmopolitan, Oriental and indigenous medicine and 
to improve the organizing, training and evaluation schemes of 
primary health care programmes. 


3. Training Functions — to develop training materials and to assist 
primary health care programmes by sharing health organizational 
leadership and teaching skills. 


The Philosophy of Community-based Health Programme 


As the name implies, it involves a community and its focus of atten- 
tion is health. Involvement of the community here does not mean passive 
involvement where people become mere recipients of the service which 
the programme offers; on the contrary, the community is involved in all 
aspects and stages of the programme. 


Since it involves a community, it obviously involves people. The 
primary and ultimate wealth of the community are its people. A com. 
munity-based health programme, therefore, gives importance to people 
It is people-oriented. 


Some elements of a community-based health programme which have 
been recognized and described include the following : 


(a) the community feels, knows and accepts responsibility for com 
munity health and not just the health of the individual; 

(b) the community taps and develops its own resources to mee 
health needs; this includes personnel and material resources 
professional and traditional and the hitherto non-aware persons 
This also includes private and government endeavours, institu 
tions and organizations — local, provincial and national; 


(c) primary focus is put by the community on community problems 
community resources and community action, according to it 
priorities. 
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Whereas hitherto health care was centred only in taking care of 
the individual sick patient, it is now expanded to include the family. 
Now the trend is to achieve the health, well-being and the future of the 
whole community. 


The approach here is termed holistic. A community-based health 
programme recognizes that the health problems of any community are 
interrelated with the economic, political and cultural problems of society. 
Health is thus seen as only one component of the overall development of 
the community. Rather than emphasis on the acquisition of high quality 
and sophisticated medical skills and treatment for the community, priority 
is placed on using health as a way to motivate people to improve their 
standard of living and their quality of life. The people start to see their 
problems on health in relation to food production problems, nutrition, 
water, employment, communication and transport and ultimately to 
political decisions. Physical health becomes not the only or main concern 
but mental and social health as well. The total well-being of man and his 
community is taken care of. ° 


The long-range welfare of the community is considered. The pro- 
grammes help the community to stand on its own feet. It genuinely en- 
courages responsibility, initiative, primary decision making at the com- 
munity level. It is built upon dignity. 


Community-based health programmes are to be differentiated from 
community-oriented health programmes. Community-oriented health 
programmes are essentially hospital-based and doctor administered. These 
programmes rely on community participation mainly to provide informa- 
tion by which the medical professionals can modify their service. Ac- 
tivities and decisions are dominated extensively by the health profes- 
sionals and staff. 


Community-oriented Health Programmes 


There is a reasonably common pattern in these community-oriented 
health programmes. The staff members of the programme start with a 
survey of the community where the programme will be established. The 
survey normally includes population data, disease patterns, environmental 
Sanitation problems and some basic socio-economic information. When 
the results are collated and analyzed, the staff then identifies the causes 
of the main health problems of the community. On the basis of this 
analysis, the staff sets the goals and objectives. 
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Plans include both the curative and preventive services plus the 
utilization of other health and health-related agencies working in the 
locality. The staff then goes to the community leaders and tries to find out 
ways in which the leaders can help implement the plans that the staff 
has made. 


Such community-oriented health programme perpetuate a paternalis- 
tic attitude, and it actually encourages greater dependency, servility and 
unquestioning acceptance of outside regulations and decisions even when 
it accepts community input. 


On the. other hand, in a community-based health programme, the ini- 
tial goals, objectives and planning are open-ended and flexible. It considers 
the community’s felt needs and not the needs felt by the health profes- 
sionals. The programme staff only inspire, advice, motivate and demonstrate 
but do not make unilateral decisions. The community is strongly involved 
in all areas where decision making is needed. Community-based health 
programmes are, therefore, built from the grassroots up and not given from 
the doctor or institutions down to the people. 


Any programme directed towards the community will not work 
without the primordial element of community awareness and community 
involvement in the planning and implementation of such a programme. It 
must involve those who suffer from disease and poverty and it must let 
them take decisions and responsibility for their own health care. Unless 
and until the people in the community comprehend what it is all about, 
programmes imposed upon them or taken to them without adequate 
preparation will not succeed. They may work for a time, but they will 
not endure. 


In community-based health programmes, the basic attitude is ‘working 
with’ the community and not ‘giving to’ the community, to improve 
health. And in the final analysis, we shall have health by the people rather 
than health to the people. Our communities will be, therefore, on their 
way to becoming self-governing, self-sustaining and self-reliant. 


Submitted by Dr. Edelina de la Paz 


3 Specific Health Activities In The Central Part Of The Philippines 


Aware of the macro health situation presented, I am very sorry it 
is a little bit dark but let me give the lighter side of the picture. May I 
share with you some of our feeble approaches or attempts in finding so- 
lutions to our health problems. 
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i. Transformation in the educational system 


There was earlier a mention of brain-drain as a problem in the health 
system. I am therefore involved in the process of making our health 
professionals realize the need in the community. | tell you it is not a very 
attractive concept but we are attempting to give you a type of education 
appropriate to the health situation of our country. When I talk of educa- 
tion | mean education for: 


1. Health professionals who were “western trained”, to make 
health care approaches within the socio-economic means of the 
individuals. 

2. Students and teachers in the University. 

3. Other disciplines — Agriculturists, engineers, etc. 

4. The community. 


It is a very slow process but I feel it is important if ever we would 
attain health for all in the year 2000. The educational system influences 
most of our values, attitudes and even the type of health care. As a teaching 
institution, we are slowly integrating Primary Health Care in the classrooms 
so we could come up with health professionals who have more concern 
for those who cannot afford health care. The University has started with 
a comprehensive approach in the development of the community: different 
colleges from other disciplines work together in assisting communities, 
develop their full potential, eventually making them self-reliant. 


II. Churches 


I have reproduced some materials on how the Covention of Philippine 
Baptist Churches is involved in the solution to the macro problem. We 
have all sorts of projects, usually funded by foreign agencies. Our com- 
mittee always sees to it that these funds are used for developmental pur- 
poses and never a dole-out system. There are many funds offered but we 
have to make sure it will not make our communities or recipients of care 
dependent but, rather, we develop them to become participants in the 
health care programme. 


If, New Frontier Ministries (Convention of Philippine Baptist Church 
Central Programme) 


Firmly believing that development is the process by which both per- 
sons and societies come to realize the full potential of human life in the 
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context of social justice, with emphasis on human dignity and self worth, 
and that it is an extension of the rule of God in the affairs of men, the 
Convention of Philippine Baptist Churches created the New Frontier 
Ministries to respond to the growing challenge brought by struggles and 
sufferings of the majority of our people in the different sectors of society. 
It isa specific response to the mandate of the Convention General Assembly 
in Roxas City in 1977, expressing grave concern about specific areas of 
human life — poverty, malnutrition, human dignity, ill health, environ- 
mental problems, wealth ownership, housing, mental and physical torture 
and violation of human rights. These are areas of concern which have 
challenged the Convention, and through the New Frontier Ministries it 
tried to seek frontiers of ecumenical and relevant ministries. 


Against the backdrop of growing ferment and difficulties, the New 
Frontier Ministries tries to focus its attention on the people’s basic pro- 
blems, seeking closer identity with the poor, learning from them and 
participating with them in their struggle for change and transformation. 
Firmly believing that the gospel of Jesus Christ has the power to save, 
liberate, and transform individual human life and society, Ministries started 
programmes on socio-economic concerns, namely, child care, and develop- 
ment, food production, health education, relief/rehabilitation co-opera- 
tives, community organizing, and human resource development. Human 
resource development is along labour and peasants’ education, leadership 
training among sectoral groups, and awareness and community building. 


Though limited in scope, the New Frontier Ministries is struggling to 
offer a relevant response and ministry to concrete realities. 


Child Care Programme 


This is an on-going programme of the New Frontier Ministries. Two 
new centres are to be opened in addition to the existing ones. These two 
are the Kabugwason Kabuhian‘Centre under the Escalante Baptist Church, 
Escalante, Negros Occidental, and the Sibucao Development Centre 
under Sibucao Evangelical Church in San Enrique, Negros Occidental. 
Each Centre will have 90 children and 5 fulltime staff members. 


The Veterans Village Kinderhome and the [log Kinderhome now 
have 90 children under their care. A social worker was added to the staff 
to strengthen its community organizing efforts. Dawis and Bakyas Kinder- 
homes had recently applied for an additional of 30 children each, as part 
of their expansion programme. 
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The Dear Child Centre based in Fajardo Street, Jaro, Loilo City, 
has expanded its ministry with the strengthening of its community work 
and the training to paramedics who will provide community-based health 
Services to the people. It is expected that this programme will wean our 
people from dependency on drugs produced by foreign companies, and 
dependency on professional health practitioners who are charging very 
high fees. 


There are now 446 underprivileged children coming from the squatter 
areas of Manila, the depressed communities of Aklan, Capiz, oilo, Negros 
Occidental and South Cotabato who are under the Child Sponsorship 
Programme (Support An Orphan) of the New Frontier Ministries. There 
are 18 SAO Centres at present. 


Economic Programme 


I. The Upper South Negros Development Programme. This pro- 
gramme has strengthened its educational and leadership com- 
ponent. Four horses were bought recently to give mobility to 
the programme’s developmental and evangelistic efforts in the 
mountainous areas of Southern Negros. A small-scale piggery 
project has been planned by the committee to provide conti- 
nuous supply of piglets for the community. 


_2. Convention Rehabilitation and Education for Development 
(CREED). This programme has been expanded. A piggery breeding 
centre has been put up at Camp Higher Ground. A poultry for 
egg production will be started by the middle part of 1983 also at 
Camp High Ground. 


The programme will also start rehabilitation and education programme 
for the handicapped this year. Churches and ministers who have handi- 
capped members — half blind, deaf, hunchback, lame, polio victims, 
harelip — are encouraged to write to the New Frontier Ministries of 
the Convention and give the names and addresses of these handicapped 
persons so that efforts could be made toward their rehabilitation. Training 
in appropriate farming technology will be made an on-going programme 
and this will be started with a work camp on Appropriate Farm Techno- 
logy on Countryside Development, our first attempt along this line, tenta- 
tively scheduled for the first week of June, 1983. This will be done in 
co-operation with the Convention’s Youth Office. 


3. Woodcraft and Toymaking Project. Based in Iloilo City, this 
programme is giving woodworking skills training in co-operation 
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with the Iloilo School of Arts and Trade. The participants in the 
programme are trained in basic carpentry skills for 3 months 
and are given another 3 months of apprenticeship in any of the 
furniture factories in Iloilo. Production is another component of 
the programme, and after the participants have received the 
training, they are expected to produce. 


Another aspect of the programme is community organization. A 
programme on community organization and education has been opened, 
and is now accepting applicants from churches throughout the Conven- 
tion. For out-of-town trainees, the programme will provide 50% assis- 
tance for lodging and 50% of travel expenses only within the city. Trans- 
portation and food expenses from the place of origin and back shall be 
borne by the trainee. 


4. Animal Dispersal Programme. This programme provides oppor- 
tunity for those who would like to raise animals in their back- 
yard to ensure a continuous supply of meat for their protein 
need. Animals for distribution are swine, goats, native chickens, 
and ducks. This programme is being implemented through a 
committee of five members who provide education, supervision 
and direction. So far the committees organized and functioning 
are: the North Negros Committee for Development, Circuit II 
— Antique Committee for Development, Lambunao Circuit 
Development Committee, Duenas Circuit Committee, Central 
Negros Committee for Education and Social Concerns, and the 
North [oilo Committee for Development. Other committees 
which are in the process of being organized are: the Ilog District 
Committee for Development, Bingawan Committee for Develop- 
ment, Extreme South Negros Development Committee, the 
three committees of the Aklan Circuit of Baptist Churches, and 
the Mindanao Committee for Development and Social Con- 
cerns. 


5. Urban Industrial Mission for the Sugar Industry. This programme 
will start in the later part of April 1983, and aims to provide 
labour, education, conscientization, indigenous health care 
education, education on co-opereratives and community organi- 
zation. 
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Programme for 1984 


The New Frontier Ministries is optimistic that by 1984 several of its 
new programmes will be fully implemented. These are: 

1. The Southern Luzon Rural Training Centre, which will be based in 
Mindoro and aims to provide a three-year course on Pastoral Ministry 
with practical agriculture and indigenous health care as components. 
The programme, it is hoped, will strengthen the work in Mindoro and 
Romblon and will be instrumental in launching other ministries in 
the provinces of Palawan, Batangas, Laguna, Cavito and Metro Manila. 


2. Co-operatives Education and Development Programme. 
Development Programme for Migratory Workers, which will be based 
in Antique. 
4. North oilo Programme for Education and Development. 
Submitted by Mrs. Grace Badrina 


_4. Report of Programme of the Lutheran Church in Abatan 


The Lutheran Hospital is located at Abatan, Buguias, Benguet and is. 
an arm of the Lutheran Church in the Philippines. It is responsible for 
the health and welfare services and is an integral part of the Christian 
witness and services to the people in need, especially the sick. 


The hospital was built because there is no other hospital in this 
district. The Government has built a main health centre but it is only a 
structure. 


I. Statement of Purpose 


The hospital exists for the purpose of being an avenue for proclaiming 
the Gospel by word and deed, through its healing ministry (Eph. 4:12; 
I Cor. 12) in keeping with the government laws and regulations and with 
the policies of the Lutheran Church in the Philippines (LCP). 


2. General Goals 
(a) Spiritual and attitudinal services 


_ To provide the best possible Christian atmosphere for healing; patients 
in the communities served by the hospital may see and feel the Christian 
love and concern of every hospital worker and of the local churches. 
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(b) Medical Goal 


To maintain the highest possible standard in every phase of medical 
work: in personnel, facilities, treatment, and medicines. 


(c) Administrative Goal 


To operate this medical arm of LCP as a charitable but self-supporting 
institution. 


This hospital is a non-profit Christian institution that renders medical 
and surgical services. It has also an Under-Six Clinic, Family Planning 
Clinic, out-station clinic and an on-going Rural Health Workers’ Pro- 
gramme. 


This Rural Health Worker’s Programme seeks to serve in several remote 
communities throughout Northern Luzon, namely: the province of Ben- 
guet, Ifugao, Kalinga-Apayao, Mountain Province. The focus of the project 
will be in areas where we have church work. 


The purpose of the RHWP is also to establish RHWP centres that 
continuously provide medical assistance to a village where people hardly 
get any medical treatment (curative), bringing medicines within the 
reach of our people with the assistance of a trained drug dispenser (the 
RHW) and by providing medical education (preventive and home remedies 
on illness) to the villagers through the rural health worker. 


3. Overall Objective 


Rural HW Programme centre in 45 villages in the mountain provinces 
of northern Luzon led by a trained local management committee supplied 
with working capital in drugs by the year 1985. 


Project Description 


Purpose: to establish an on-going self-supporting and self-governing 
Rural Health Worker’s Programme with the NLD-MMMC serving only as 
management and financial auditor/consultant. 


The RHWP Centre Personnel: The planned administrator of the centre 
is what we call the Rural Health Worker. 


He is trained as a para-medic to provide both simple curative and 
preventive medicines to the village people. He is taught to diagnose and 
to treat common diseases in the rural areas of the region. He is also taught 
some preventive and home remedies. He/she is a Christian from 
among the Christians of the village where the programme is established. 
This is natural because the proponent’s contact and closer relationship 
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is with the Christian group in the community. He is also a volunteer 
worker who was recruited because of his desire to serve his own people. 
He is not paid a salary but may get 5 to 10% from the mark-up on drugs 
and his travel to and from training is provided by the village people. 


The Training of the RHWP Centre Personnel: The training of the 
RHWP is provided by the staff of the Lutheran Hospital in Abatan, Bu- 
guias, Benguet. The training is done in two phases, with ten days per 
phase. The RHW is also trained to keep records, both medical and finan- 
cial. And as integral part of the training, the RHW is trained to share the 
saving power of the Gospel with those suffering the dreadful disease of 
sin. | 

The Local Management Committee: The other personnel for the 
programme in a RHWP village centre is a local management committee. 
Its task is to safeguard the investment in the RHWP centre and keep the 
programme a viable, dynamic agency of medical services in the community 
and neighbouring villages. Its specific tasks are to get the needed drugs, 
carry or have the drugs brought to the centre, serve as the book-keeper and 
auditor of the programme and as a liaison between the RHW/RHWP and 
villagers. 


The Medical and Educational Supplies: To complete the aim of the 
Rural Health Workers’ Programme Centre it must have medicines. It is 
planned that the project will grant the initial capitalization in drugs. 
It will be up to the local management committee to find ways to increase 
the capital on drugs either by mark-ups on their drug supplies or by con- 
tribution from the community, or both. 


The initial drugs given will be sold and the income used to replace 
sold drugs. The centre will also be provided by the project with materials 
to help the RHW in providing preventive services. 


Specific Needs Addressed by the Project: The need for medical 
services in villages where many suffer and die without the benefit of any 
medical treatment. Many communities are isolated from easy access to 
medical centres. One has to hike for hours and through difficult terrain. 
There is no electricity or telephone. For lighting, people depend on pine 
wood and kerosene. There are communities where no medical services 
are available, or are very far from where one can obtain medical attention. 
Another problem is the animistic belief of most of our people. 


Achievements of the Project: In 1979 the first experiment was done 
with five people, trained to serve as RHW. They only got the Phase-] 
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training. In 1980, the first batch were given the Phase-II training. The 
experiment was encouraging. Hence, a second batch of trainees were 
trained in 1980. So ten RHWP Centres were established. There were 
weaknesses in the implementation of the programme, but the experiment 
shows that people can help themselves, if given a start. This project was 
financed by specific funds of NLHD missionaries. 


Submitted by Dr. (Mrs) Beatrice Basalong 


5. “PARTUNGKOAN?” As A Model to Encourage the C.D. As 
Well As The PHC 


‘Patungkoan” is a meetings-model in the Batak villages. Patungkoan 
is from the root word “tungko” means stick. The “tungko”’, stick, stays 
in the midst of the meeting hall. It means righteousness and peace. No- 
body should become an absolute leader of the meeting. The older one, 
or one who knows much about something to talk is only just a moderator. 
Each of the participants at the meeting has the right to inform his mind, 
evenif they are women or very young people. Their presence in the meeting 
means a membership and with privilege and right to talk. No decision can 
be accepted/approved unless all the participants agree. Often, the agree- 
ment is reached after a long boring session. But after that, the work goes 
on because all have agreed, all understand and are ready to implement it. 


So the Partungkoan Meeting goes through a process for any conclu- 
Sion: 
1. What they think is their need 
2. Ability to fulfil the need 
3. Priority and prioritisation 
4. Fixing specific responsibilities on members who are named 
5. Fixing a date for starting implementation. 
We give you two examples of our experience. 


a. After one year discussion on a water resource in Adianhating, now 
they are ready to start working on the scheme. 


b. After almost a year of discussion in Siantar Naipospos, they’ve made a 
road for 17 kilometres in only about 10 days. Now the village can be 
reached at least with a Landrover. 


Learning from the facts since the Christianisation of the Batak people 
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who constituted the majority in the region, we have now been challenged 
to learn the following, namely: 


First: The missionaries were in a hurry to change the ancient Batak 
people to a new fellowship as the people of God. Otherwise, they would 
have been too late in the competition between Muslims and Christians 
in converting people to these religions. The new way of life, the new culture 
suitable for the Christian people, was imposed on them and did not 
result from discussion, as was normally the practice among the Bataks. 
This resulted in the loss of some of the culture, such as dance, Batak 
Scriptures, many of Batak legends and many other things. 


Second: As our King was defeated in the year 1907, we were ordered to 
lay down our weapons. Thus colonialism of the Dutch came into Batak 
land without any significant difficulties. 


Third: The Batak Church faced more than once the various struggles 
and the experience of separation in its existence. They humbly raised a 
question: How far will the present massive activities we are engaged in, 
confront us with dire effects, and also unanticipated side-effects ? 


Some activities that may be mentioned are : 


1. The key persons from the hospital of the HKBP are going from one 
congregation to the other asking the people what they would like to 
do for developing their situation with reference to their health needs. 


They should organise themselves and they should ask and find for 
themselves the persons they need as health-motivators. 


2. In one village it took almost one year for them to agree and conclude 
that drinking water was their priority for their community. 


3. A seventeen kilometre road between Tarutung to one village Saintar 
Naipospos was discussed for more than one year. But once the deci- 
sion was taken, the construction was completed in one week. 


The role of Seminars is to help the members to identify their own 
needs. 

Seminars could be held in Seminar Centre or in the congregations 
themselves. 

Motivator Centre (now in Baneadi) is a source of motivators (cadres) 


but also a place for praxis of the members. So, their activities are their 
own, both for health care and for other activities. In health, the activities 
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are: improving gardens of the churches, the places around the houses, 
birth-control and many others. 


Still, we have just begun. It means, we are also at the beginning of 
some evaluations. 


Submitted by Rev. Binsar Purba 


6. Community Participation 


Foreward 
Dear Brothers and Sisters, 


Firstly, we would like to thank you for the opportunity given to us 
to share our experiences in this workshop. 


Frankly, the title given to us “Community Participation” is too hard, 
especially in analyzing it. We, ourselves, are still studying this subject. 


Therefore, in this workshop, we will only share our experiences in 
trying to create community participation. Do not worry if you are not 
satisfied by our presentation, since we ourselves are not satisfied yet. 


I. YBKS Programme 


May we introduce the outlines of our programme. YBKS programme 
consists of 


A. Rural mission department. This department covers 


1. Education and Culture 
2: Social-Economic areas 
3y Health and Environment Welfare 


4. Training 

B. Urban mission department. This department covers 
1. Education and Culture 
2. Social-Economic areas 


3 Health and Environment Welfare 
4. Training 


C. Legal Aid Department. This department’s activities are 
1. Case study 
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2. Law guidance Mg CNT ATION 7 
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3. Training Co ad 
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OD. ton and Reflection Centre, whose activities MG me 
1. Pastoral Dialogue 
2. Publication 
3. Training 
4. Liturgy and Art 


II. How to Create Community Participation in order to support Social 
Improvement Activities ? 


So far, we have completed four phases in creating the people’s parti- 
cipation in areas served by us. These are orientation, training, organizing 
and supporting. 


1. Orientation Phase 


“Tive among the people” is our key idea in serving the community. 
During this phase, we come to the people, we sleep with the people and 
we live among the people. In this way, we shall realize more what the life 
of the people is in reality, because we come to know of their habits, 
their way of life, and their needs and so on. 


From what we learn from our orientation, we know what we have to 
do in supporting the community. We then, encourage and motivate them 
to discuss their needs, their problems and how to realize their aims. 


2. Training and Organizing 


To fulfil the people’s programme decided on as a result of the above 
discussion, we encourage the people themselves to present their programme 
to the local authorities. We also talk to the local authorities and help in 
organizing a particular training, if necessary. 


As a follow-up of the training, we help them in organizing and pre- 
paring the materials needed for the project. All activities are managed by 
themselves but we help them in solving their problems, if necessary. 


3. Supporting 


We support the people’s activities with lectures, finance and ma- 
terials needed for the programme. All of our support is to supplement 
their resources. So, the activities are not under YBKS flag but are the 


201 


responsibility of the local government and the community. This als 
prevents a dependency attitude growing. 


How to get the Participative Cadres for Community Development ? 
The Scheme 


YBKS ---------.-...- Community 
(Social Services) 


Selecting Cadres 
Recruiting the Cadres 


Organizing the Cadres 


y 


Community Development Cadres 


(Social Voluntary Workers 
and Organizers) 


Working among the Community 


Improved Community. 


Explanation 


1. Orientation Phase 


While we are guiding the community’s activities, we select some 
cadres to be encouraged, recruited and trained. Later on, these take 
over our role and become our contact-persons in the future. We always 
try to see that the selected cadres are supported by the community and 
approved by the village head. 


2. Training Phase 


The selected cadres are trained in social sciences, people's manage- 
ment, law, community organization and in subjects which are relevant 
to social improvement. 
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3. Organizing Phase 


To organize them, we select and divide them into two types of cadres 
i.e. the cadres who will assist and encourage the people in social activities 
and organizers-motivators who will encourage the people in solving matters 
concerning them. 


4. Supporting (Follow-up) Phase 


The above cadres will become our contact persons in the future. 
As a follow-up we will always be available to them in helping to solve 
the community’s problems; besides, we will support them as a group in 
productive works for their welfare or motivate the heads of villages to 
support the cadres welfare. 


It is hoped that those cadres are able to work with the people and 
let them wake up and move to improve their life by their own initiative 
and awareness. 


How to Approach the Community 


So far, we have approached the community in three ways, as follows: © 


1. We approached the District’s Head, the Supervisor of Community 
Education, Heads of Villages and then we were introduced to the 
community. In other words, in meeting the community for the 
first time, we were accompanied by the Local Authorities. 


By this approach, according to my observation, some persons are 
supportive, but also there are persons not supportive in a particular ac- 
tivity. It has even happened that some activities were broken up before 
being finished. 

2. We approached the Local Authorities but also the key-persons of 
the community, at the same time. The activities, therefore, were 
desired by both sides ie., by the Local Authorities and the com- 
munity. By this approach, most activities are running well due to 
support by the Local Authorities and the community, but still there 
are also some activities which were broken up. 


3. Approach done through key persons. We approached, for example, 
a teacher or a leader of a social activity, who lives among the com- 

- munity and has a great influence with them, to create or to initiate 

a social activity in his area. By this approach, the activities created 

by them were really needed and supported by the people. We thought 
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that such activities could be created and will survive because the 
are supported by the people. As a matter of fact, the survival of th 
activities is not dependent on the people’s support factor only, bu 
the other factors too should receive attention. 


Conclusions 


According to our experiences, community participation might be 
achieved if we pay attention to the following : 


1. Community approach. It depends on the situation and condition of 
the served areas. But, whatever approach is used, it should be fol. 
lowed by an orientation phase. 


Individual skill and performance in approach and service. 
People’s awareness and ability. 
Social-economic factors. 


The priority of needs. 


An RF wv 


Activity chosen by people and managed by themselves. As a begin- 
ning they should be encouraged to do a simple activity first in order 
to raise their self-reliance. 


7. Educative help. Finance and materials donated to the people are 
just to complement their funds and resources, to be used for edu- 
cative activities. 


Cadre selection. 


9. Local authorities, participation is needed to stimulate the people’s 
participation. 


Submitted by Hendradi 


7. The Under-Five’s Clinic 
A Comprehensive Child Care in Midsayap, North Cotabato, Philippines 


Introduction 


Credit is given to the [esha (David Morley) model of the Under- 
Fives’ Clinic, from which others have derived innovative methods and 
principles, now benefitting innumerable children. Our own is a modifi- 
cation of the Brokenshire Memorial Hospital outreach in Arakan Valley, 
Philippines. The only difference is, while before it was mainly hospital 
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based and foreign fund-supported, ours is out of local initiatives and 
resources, and children are not seen separately in an outpatient service. 
The clinic started in June 1980, and is therefore relatively very young 
- and inexperienced. IT IS STILL CLINIC-BASED. 


The Under-Fives Clinic aims to extend low-cost curative and pre- 
ventive care to as large a proportion of the population as possible. 


The average attendance in the under-fives clinic is twenty children 
daily, ranging from 10 to 30 children a day. 


National Situation 


The Philippine health problem is a problem of orientation of health 
centres: the Philippines is on top with its 52.5 million dollar Heart Centre, 
the only one in Asia; Children’s City, the first and only one of its kind in 
the world; the Lung centre, and the Kidney centre. 


CENTRAL MINDANAO 
HEALTH PROBLEM 


A problem of ORIENTATION not merely absence/presence of disease. 


> 3 


Health Centre ? Community Health Care ? 
SINGH (RURAL) 
(CITY) 

Patients 


(Approx. 80% Muslim pop.) 


Health Situation: 


Midsayap is a rather small town in the Province of North Cotabato, 
although now considered one of the most progressive in terms of food 
production. In 1980 it had a mid-year population of 35,000, with predo- 
minance of Christian settlers over the tribal aborigines, by approximately 
4:1. It is mainly agricultural. 


The town has two health centres, one called the Rural Health Unit, 
managed by a government public health physician, a dentist, a public 
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nurse, and a few midwives; the other is the “puericulture’”’ centre with/ 
without a physician but with a Family Planning Health Team. Both are 
government subsidized, and are to carry out the National Health Care 
Scheme provided for them by the Ministry of Health in Metro Manila. 


There are twelve (12) active Medical private practitioners (4 govern- 
ment, 8 private — 7 general Practitioners & 1 pediatrician), with visiting 
privileges at one 50-bed private hospital. The hospital has complete la- 
boratory and X-ray facilities, medical and nursing staff and operating 
rooms. It receives referrals. 

There are traditional healers but their number is not known. 


The ten (10) leading diseases in any year (1980-present) are as fol- 
lows: - 


Childhood Tuberculosis 
Infectious diarrhoea (all types) 


1 
2 
3. Parasitism, intestinal 
4. Malnutrition 

5 


. Acute/chronic respiratory tract infections (Upper and lower 
types) 

6. Malaria 

7. Schistosomiasis 

8. Tetanus 

9 


Sepsis of the new-born 
10. Asthma. 
The ten (10) leading causes of death (1982) 
1. Infectious diarrhoea 
Broncho pneumonia 
Tetanus 


Sepsis 


Schistosomiasis 


2 

3 

4 

5. Cerebral malaria 
6 

7. Hepatitis 

8 


Meningitis 
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9. Poisoning, vehicular accidents 
10. Tuberculosis. 


y 
Of these deaths, 75 percent occur at ages 1-2 years. 


The Chain of causes Leading to Death from Diarrhoea. 


vA ty 
sya? DIARRHEA DEATH 
INFECTION 


POOR 
HYGIENE Are. 
7 


SUPER 
PROFITS 


( INEQUIT— ) os 
{ 
( ABLE TNC’S oy %} LOW 
DISTRI- SBN e RESISTANCE 
BUTION 2 ese’ 
( OF LAND ) cHEAP Y LOW eis 
AND ) LABOR | INCOME 


( WEALTH ) 


FOREIGN 
JUNK 
FOOD 


Considering the number of health professionals/traditional healers, 
it is obvious that not much has been done to merit substantial success in 
terms of total child health care. 


An objective community survey conducted in 1982 by the Health 
Committee of CORUM (a community livelihood programme) provided the 
following observations, basically similar to our own: 


1. Majority of the population prefer to see the traditional healers for 
primary health care. 

2. The majority of the people earn less than P 2,000 per annum, es- 
pecially in the tribal villages. 

3. The costs of curative care are generally high and the poor cannot 
avail of them without sacrificing livelihood. 

4. Attempts at preventive health care/herbal medicine as alternatives 
are acceptable. 
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THE UNDER FIVES CLINIC SET-UP 


GOVT. HEALTH CORUM 
PROGRAMME PHYSICIAN HEALTH COMMITTEE 


MIDWIVES 
NUMBER 1 & 2 


FINANCE OFFICER 
RESEARCH AND DOC. 


IN TRADITIONAL 


MOTHER/FATHER 


CHILD 


The staff consists of two registered midwives, a finance officer/ 
Research & Documentation and a pediatrician. A yearly evaluation is 
done with the cybernetic model. Consultations with parents are taken 
into consideration. 


. Evaluation ‘etc! 
oS ox 


Aim 


Evalu ation3 


Aim; 


aS Evaluation, 
3 Evaluation 
Aim, 
Process, 
Ac tivities 
Weighing 
Immunization 


Health & Documentation. 
Curative Services. 


WN 
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We have purposely limited our services to five, to be able to maxi- 
mize on positive results with minimal staff. For the first two activities, 
a modified road-to-health-chart was adopted for our use, which the pa- 
rents take home. 


The Health education component is done by all members of the 
staff. Research & Documentation by the person designated, curative 
services by the Pediatrician. All salaries/wages are generated through the 
patients who receive curative services. 


Principles of the Under Fives Clinic 


1. It prioritizes preventive/curative services to children 5 years 
old and below; 


2. It does not see children in a separate out-patient service; 
3. It is comprehensive. 
General Objective 


1. To be able to extend low-cost services to as large a propor- 
tion of the population as possible. 


2. To involve parents in preventive child health care. 

Specific Objectives 
1. To conduct further studies/application of herbal medicine. 
2. To provide a home-based health record. 

Future Goals 


1. To depart from/Replace the clinic-based model with a com- 
munity-based health programme. 


Annex I 
Activities Record 
1. 1980 (January 1 — December 31) 
a. Total number of cases seen "= .* .°P” «*'6,977/19/day 
b. Total number of cases treated ... C224 
ee Total referrals ...%. 756 
d. Total deaths hes 24 
e. Total immunizations Kk i pA ASO 
f. Average cost/child treated P. 40.00 = $ 5.50 
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range... P 5.00=P 75.00 
(exhange.. $ 1.00=P 7.00) 


2. 1981 (January 1 — December 31) 


a. Total number of cases seen. . . P 7,391 /20/day 

b. Total number of cases treated... 7,114 

C Total referrals ... 247 

d. Total deaths ra 13 

e. Totalimmunizations ... 1,305 

fi Average cost/child treated ... P 50.00=$ 6.20 

range... $ 10.00 P 90.00 
(exchange... $ 1.00=$ 8.00 
ty 1982 

a. Total number of cases seen.... P 6,301/17/day 

De Total number of cases treated .. 6,297 

C. Total referrals pk 04 

d. Children immunized ae 723 

e. Total deaths ois 30 

f. Average cost/child treated P 25.00=$ 3.1 


range... P 10.00=P 40.00 
(exchange... $ 1,00=P 9.00) 


Submitted by Dr. Ariel Carlito C Salem 
Paediatrician (Programme Director) 


A Social Worker is not a Medical Man 


An introduction to an ecumenical institute for family welfare 


Our connection with health care is mainly in the field of prevention. 
In our opinion, the main problems in health care are: 


— poverty, with all its complications. 
— ignorance. 
— lack of self-confidence, and condidence in the services. 


LKK tries to overcome these three basic problems, and there are 
two approaches to the people, that is, individual and community approa- 
ches. Both have their difficulties. 


210 


You all know the objection to the individual approach is that because 
Asians (most of the Asian people) live in communities, so community 
approach seems to be the choice and special alternative. But usually, the 
community is composed of a variety of groups, and the poorest of the 
poor are on the fringe of the community and are difficult to reach. An 
approach to the total community often benefits the upper levels. It is 
the same fate as that of the very poor water-carrier who loses his living 
function when the water pump is installed in the village for everyone’s 
use. 


Approach to the poor families adopted by LKK is to help organize 
them together so they get a sense of belonging. We work together with 
the families, and our approaches are mostly through their children who 
get full attention. 


1. Under-five children are provided with well-baby clinic and day 
nursery, play group activity and nutrition programme, especially for under- 
nourished children. 


In our country little children are really the burden of mothers, and 
grand-mothers, and we will not say yet about the attention they need, 
as the most important thing is to give them nutritious food and oppor- 
tunity to play. More important here is to give sufficient motivation about 
family planning and nutrition. 


2. Primary school age children are given the opportunity to attend 
school, and they are also provided with guidance, library, recreational 
programme, their own monthly bulletin. 


3. Teenagers are given the opportunity for more activities, such 
as child-to-child health care programme, and are also encouraged to 
organize their own activities. 


And the parents are also given the opportunity to organize their 
own board which assists the leaders. Credit Union has helped them earn 
profit through co-operative work for small industries, so they could 
become self-supporting. Our task is to help and encourage them to become 
so. We help all who are quite willing to help themselves. 


Regarding the unemployment problem, we try to alleviate it by try- 
ing to find jobs for the jobless and by training young people in carpentry, 
especially in producing educational toys, in printing and also in sewing 
course, and courses in child and baby care, and in the near future we 
would like to start with a course on the care of aged people. 
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Our activities are not only economic. We also have cultural activities, 
such as some training or practice in Javanese or traditional dances, gamelan 
orchestra music, guitar playing and vocal groups, to help them have more 
self-confidence. 


Speaking of LKK, it seems to be more an organism than an organi- 
sation, like a tree that stretches its branches in directions not known 
before. We do not plan them all long beforehand, but are open for oppor- 
tunities to grow in the face of the growing needs that we have to meet. 
We do not have any ideal wishes to become too big, and our branches 
are given the opportunity of self-government. 


We would like to try to help motivate others with all the experience 
that we have, and we are also quite open for any approach by the churches 
and any organizations or institutions which want our advice. But it is not 
our intention to say that we know everything. Poor, ignorant and worried 
people are not always easy to approach and encourage in getting rid 
of the problems, because they sometimes still believe in fate and quite 
hesitate to make the effort to start a new life. But the most important 
thing that we must tell them is that we are quite willing to help them if 
they are also willing to help themselves to the best of their ability. We do 
not want them to depend on us always; so, we strongly ask them to work 
together with us. Again we would like to stress that our main work is in 
the field of prevention. And in our opinion, community activities are not 
always done by the people of the same geographical areas, but commu- 
nity groups can also be made up of people of several areas, and they could 
be brought together to think about their activities and to work. If in their 
‘community’ group, they really have a sense of belonging, why don’t we 
believe that it could be put into effect? 


Submitted by Otto Iskandar 
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SECTION G 


Individual Reflections 


Mrs. Grace. A. Badrino — Philippines 


This community health and development workshop is a rare oppor- 
tunity for me to find new insights for my community to enable man to 
find and experience fully the ‘abundant life’ that Christ died for. The 
commitment ‘to serve the underprivileged, to bring the have-nots, the 
exploited, oppressed or the poor is a task that involves risks that could 
mean either life or death. 


The Workshop gave me the following insights: 


1. Effective communication is basic if ever a relationship should be 
established. I have learnt that, in conditions where effective communica- 
tion is difficult to establish because of language barriers, I need to have 
much patience, to wait and to move at the pace of the people and hope 
to understand. This could be true in my work in the community. 


2. It seems that the task of enabling people to attain health is a multi- 
faceted task that could not be done by health personnel alone. There is 
a need for concerted efforts with other disciplines in order to meet truly 
the total needs of people. Health personnel must realize now that it is time 
to open the doors of their profession because it is suffocating us, and 
could eventually lead to our death and make us irrelevant to the real 


health needs of our people. 


3. There are similarities in the health problems of the countries of Asia. 
It is about time, therefore, that we open our eyes, gather whatever re- 
sources we have and help each other, as much as possible, to prevent 
and obliterate the causes of such problems. 
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Recommendations 


1. There should be more inter-country workshops and sharing of real 
experiences. 

2. The pre-workshop visitations to different projects was very taxing. 
More stop-overs could have been planned to prevent very long trips. 


3. The programme proper of the workshop needs improvement in its 
organisation, content and resource persons. 


Mr. Otto Iskandar — Indonesia 
Dear Sisters and Brothers, 


As you know already what my profession is, I must say I feel at 
home here in Bethesda Hospital, Tomohon, and also have the feeling 
I am part of the group. 


I like people: it doesn’t matter whether black, white, yellow or 
other colours. But they are people, especially in their attitudes and be- 
haviours. 


For instance, this is what I have seen during the last few days with 
the CCA group. It is really a group! We can share our experiences with 
each other. 


In the sessions, even though they were not all directly related to 


my day to day work, it was still good to know what others, for instance 
doctors, nurses, are doing. 


I’m more convinced now that I am on the right way to understanding 
the theory of prevention, espeically when in 16% years from now we shall 
all reach the year 2000. 


I am really happy for this opportunity to be with other Asean 
colleagues and friends, and that the CCA has given it to me. 


There is a time for coming and there is a time for going. Never say 
goodbye. Better, let us say, ‘till we meet again’. The Lord will give us 
strength and the enthusiasm to go on with our work. Let us be in solida- 
rity with the poor. 


I am convinced, that at such meetings as these, we influence each 
other. And it is only the Lord who gives us strength and hope. Thy will be 
done! 


I thank the steering committee, sisters and brothers, who all gave 
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us very good service and help. And last but not least, for the leadership 
of Dr. Benjamin. Again, ‘thank you’ to the CCA and others who have made 
this workshop a success. 


God bless us all. 


Dr. Edelina de la Paz — Philippines 


Coming to this workshop was a difficult thing for me, especially 
since I had to leave a 7-month old baby behind. But, after all these days 
of working and discussing together, I have no regrets. The workshop has 
indeed enriched me with deeper insights on community health and deve- 
lopment, and our role in directing these efforts towards the interest 
of the people. 


Working with people truly requires patience and humility on our part. 
Sometimes, we tend to believe that as “providers of health care” we 
know what the people need, only to be frustrated at the end. We must 
remember that health care is not something to be delivered but some- 
thing to be encouraged: for, it will be the people who will decide what 
to do with their health. This means more training, involvement and respon- 
sibility for and by the people themselves. Our responsibility is to provide 
continuing education opportunities for the villagers that will reinforce 
their staying in and serving their own communities. 


Problems shared by representatives from the different countries 
showed that the problems of foreign control, landlord domination, and 
bureacratic government policies and their ill effects on health care, are 
all common to us in Asia. Thus, it is our responsibility as members of these 
developing countries to work together and be one in our efforts to trans- 
form the health care system in Asia so as to make it a truly just and 
democratic health care system that will serve the needs of the majority 
of the people. 


Miss Jesusa T. Racimo — Philippines 


This consultation has sharpened my understanding of community 
health and development. From the field visits that we have gone through, 
(tiring but at the same time exciting), | have become more aware that 
involving the people in planning, implementing, evaluating, and monitor- 
ing, plays a very important role in development. It has widened my under- 
standing of community participation — how it benefits the majority 


of the community. 
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It made me realize further the importance of working together in ; 
collective effort in implementing a programme. It is also important tc 
establish communication in terms of dialogue between the community 
and the programme implementor. 


Group discussions, where we were free to share experiences, have 
broadened my knowledge of community health and the implementatior 
of P.H.C. 


From the country reports, I realized that we in ASEAN are in the same 
or similar situation, where the majority of our people are poor, where 
most of our farmers have no land of their own, where health care is given 
low priority and where our economy is controlled by foreigners. In this 
Situation, it is a great challenge for us, Christians, to transform or change 
the society. It is in our oneness and unity that we can attain these goals. 


Mr. Tri Purwanto — Indonesia 


1. We have advanced in the community health programme. So, our con- 
cern at the next workshop is: 


— to provide technical input on how to solve difficulties in pro- 
gramme implementation. 


— how to attract the other disciplines (except medical & social 
work) to make their contributions in the area of Health Concern. 


2. We have had a superior-inferior relationship with the community. 
So our thinking has been faulty. The relationship must be re- 
established on a basis of equality. 


3. We are now as the people in Galilea, who are still standing on the earth 
in the midst of dominating forces, structural change, ultimate goals); 
but, we are just only looking up to Jesus Christ who was taken up 
to heaven, and not doing anything. In the Community Development 
method, one of the basic methods of social work, our thinking has 
to be based on local systems, consisting of Socio Economic System, 
Social Value System, Political System and Cultural System. 


So, we have to do some pragmatic thinking. In our C.D. programme 
we would need to work in a particular frame of time, place, situa- 
tion and condition. Jesus asked his disciples on the beach of Tiberias, 
not about all aspects of life: just only one, Don’t you have food? 


4. Jam thinking now whether it is adequate to make a sharp difference 
between “community base” and “institutional base”, between “com- 
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munity oppressive” and “community supportive”. I would not like 
to say that this is based on a false thinking. I know it is adequate 
in the field work of C.D., but there is still a need to know more about 
the principles of all the social work methods! 


About wholeness. It is 0.k. to say that wholeness is total mankind in 
the total environment and in good relationship with the Creator. 
But in our approach we should bear in mind that people have to be 
understood as a whole in their total environment, with their own 
philosophy of life. 


Last but not least, at this consultation I have got a richness of re- 
flection, a richness of friendship, a richness of fellowship, which 
inspires me concerning what should do. May the Holy Spirit of God 
make me more strong in faith. 


Miss Carolien Tirie — Indonesia 


There is a saying that language may rule over the world. . . And this 


saying holds true for this workshop as well. Due to my poor English 
understanding, and even more my poor English speaking, my role was 
more like the role of an observer rather than meeting the requirements 
for being truly recognized as a participant. But confronted with this 
situation, I tried to follow closely the way of speaking, the gestures made, 
and I even tried to combine these with my feeling and my estimates of 
what was said. Through this simple process of following this workshop, 
I came to some conclusions: 


da. 


I saw that most of the participants were hampered by the long travel- 
ling, which was rather exhausting. Especially those who could not 
easily go around with their English. These two factors created 
the tendency not to participate fully in the discussions anymore. 


The experiences gained from the field trips in Solo, Jogyakarta and 
in Tomohon, according to my observations, did not make much 
difference to making assessments of the community participation 
in hospital based and community based systems. The strategies for 
the activities differ only slightly, and are mainly based on the way 
of living of the Javanese as compared to the Minahasans. And there 
will be an influence in this respect from the side of the economic 
standard of living as well. Therefore, it would have been a good 
thing if there could have been field trips in Indonesia and in the 
Philippines. This has a relationship to the materials of the work- 
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shop as well. Especially the experiences of our Philippine-friends 
are very many. Still, our picture of what actually happens in the 
villages, and to what level the community participates in their com- 
munity health programmes, lacks clarity. 


c. Several of the materials obtained during the workshop broadened 
my ideas as well as the ideas of my friends from the PHC-Staff of 
Bethesda Hospital, Tomohon, especially when it comes to incorpo- 
rating some of the findings into our own programmes/activities. For 
instance, things like acu-pressure, herbal medicines and the processes 
on setting up community based systems. 


d. I feel very happy with this group, which is really very dynamic, 
pleasant but serious. It has a true team spirit: one-for-all and all- 
for-one. 


Mrs. Stien Djalil — Indonesia 


I would like to express my thanks that in this CCA Workshop I 
am learning, and gaining more understanding, and being motivated to be 
more involved in serving the community and enabling them to develop 
themselves. 


Even though I am an urban dweller, I feel I am in solidarity with 
those whom we met and who are active in community development and 
Primary Health Care programmes. I have learnt that there are still huge 
problems before us in the countries of ASEAN, especially the present 
social structures (economic, political). Very often, we have to face a 
suppresive community rather than a supportive one. 


Community Health cannot stand alone, by itself. It should be re- 
lated to other aspects of community life. In this kind of workshop I was 
enriched, especially by the field visits and the class sessions. I am thus 
convinced that the C.H. Programmes in rural or urban situation should 
meet the real needs of the community (rural/villagers) and should be 
decided upon by the villagers, whether in planning, programming or imple- 
mentations. 


I learned also in the discussions that very often we, as motivators, 
are tempted to do what we feel or think is good and we forget that it 
might not be wanted by the community. It is a struggle we are facing. 
I am convinced again that Jesus Christ has taught us as Christians that 
Health and Wholeness are one, that we should be more committed to the 
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poor and be in solidarity with those communities where we are living and 
serving. 


I believe that the learning process is one of the elements in imple- 
menting these kind of programmes and, at the same time, in evaluating 
our involvements in a community-based health programme. This work- 
shop on this particular subject has underlined my understanding that 
community health can be achieved if we really enable rural communities 
to take primary responsibility for their own health care and general deve- 
lopment, through motivation and Organized action generated by and 
within the community. This is a long process and, therefore, this work- 
shop, without any follow-through, will be nonsense or a waste of money 
and energy. 


I am inspired by Dr. Lengkong’s approach to community health in 
Minahasa as I feel that Minahasan people often claim they already know 
what they should do. But again as some facts show clearly, without a clear 
understanding of what health means, I am afraid that we will be tempted 
to copy the failures of others, for example, the role of the church, the 
role of local government and other institutions in and outside the com- 
munity. 


In regard to Edelina’s presentation on Herbal medicines and the role 
of multinational drug companies, again I am convinced that our com- 
munity health programme faces lots of problems because it is only a small 
part of the whole area of community development. In this case, I would 
suggest that the various ways of approach which are used in the Philip- 
pines, Indonesia, Malaysia, Thailand and in such other Third World 
countries should be communicated to all concerned. The long process 
of educating the awareness of people should be realised, especially by 
village cadres and co-ordinators. 


As a person who is involved in the church structure, I realised the 
limitations and, often, misinformed stance, taken by church members 
or church institutions. This is, of course, a reality in this part of the world. 


I cannot say that new concepts were raised by us participants during 
the workshop, but they are deepening our commitments and involve- 
ments in the community development. However, the Biblical reflections 
inspired me again to follow Jesus’ way and, therefore, I am aware of the 
difficulties or even suffering, if I choose to follow HIM. 
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Mr. Dr. Paulus Santosa — Indonesia 


My observations and hopes — 


1. The whole content of this workshop is a praxis. It is good for those 
who have just newly started or those who have worked for a period 


of time. 


It is good for those who work directly in the field and those who 


direct the programmes. 


2. Everybody had the opportunity to show what they were doing, their 
involvement and their concerns; we were learning through questions and 


from being questioned. 


It is a dynamic process of learning. 


3. Any criticism or disagreements did not lead to a negative atmosphere 


— collectively or individually. 


Rather, it was an encouragement since we know we have partners 


who like to help. 


4. Social programmes of the workshop generated friendship and became 


a part of the learning process. 


5. However, a learning process is an on-going process and two weeks 


is only like a few steps. 


Rey. B. Purba — Indonesia 


It’s easier for me to write it down asa poem. 
Experience at the C.C.A. Workshop. 


Fine 

Is my first word 

I can inform you. 

Fine, 

The atmosphere 

Amongst the participants 

From Malaysia 

Philippines and Thailand, Indonesia. 
Not any more only through literature 
Or newspapers 

For you to read 

As I sit down 
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On the “Empor” of my house. 
Not any more, 

I heard it direct from you 
From your kind beautiful lips 
From your friendly voices. 

I share a little of your burden 
As I tell you what’s on my mind 
And you have done the same 
To me. 

But more, 

I’ve prayed together with you 
About all of it. 


And still I believe 
He heard, He hears our prayer. 


The harmony 

Streams wider 

To all our people 

Who welcomed you 

With their hands 

With their smiling faces 
With all their heart, 

From Jakarta 

To Cikembar near Sukabumi 
To Solo and Jogya. 

Even in Surabaya 

Brother Otto welcomed you, 
Friendly. 


I know, you'll never forget 
Our people in Minahasa, 

In Tomohon, 

In Taratara, around Tondano (etc). 
The people from all villages 
Who you’ve met, 

Because they know 

You are their sisters 

Our sisters 

You’re their brothers 

and ours. 

Ours in His name 


Ours in the hope we have. 
Fine, 
That is my first word. 


Even though 

you know 

I’m hungry, 

I’m hungry to hear from you 
From our workshop 

From your tongue, my sisters, 


From your heart, my brothers, 
About two points 


First, 

I had waited — 

How would you define 

The word “Community’’? 

Because 

I need it, like coffee in the morning, 
Like the good lunch 

After the hard work. 

I'd have liked to hear it 

What is the meaning of “Community”, 
As we’ve borrowed it, 

This English word 

In Asia. 


Second, my beloved, 

I have awaited 

A discussion, 

Just a discussion 

When not a workshop, 

About the most poor 

Urban people 

In the towns. 

Fifty percent 

“Fifty”, my beloved, 

From the church I’ve to serve 
Are living as urban people, now. 
Some are rich 

But most of them are very poor 
Poor, without hope 

for tomorrow 

Or even, for the second hour 
Which is to come 

My beloved, 

The most dangerous thing is 
They don’t know 

That they don’t know 

What will be, will be 
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When the sun shines 
Tomorrow. 


Don’t tell me, they are egoists 


The members of our churches. 


They are! 

They are, but more. 
The men, the poor men, 
For whom Jesus died. 


And not only the Christians 
Not only the holy men, 
Especially the sinners. 


In this way 

I can tell you 

My experience 

From the workshop of CCA, 
With a lot of thankfulness 


Actually nobody knows To brother Benyamin 


They are religious To all of Bethesda, 
To all who couldn’t call 
Although By the name. 
They’ve never attended a service 
In any church, mosque or temple — No, 


For they’ve done it 
As members of the Body, 
The one Body. 


They’ve no time for it 
They are very poor 


But God loves them 
You know it. 
God loves all men. 


May God bless you and me 
May God bless His Church. 


Dr. Ariel Salem — Philippines 


Once upon a time, there was a bird. It flew to a village farm every day. 
There he met a farmer who gave him worms to eat, but for every worm 
the bird had to trade a feather. Before long, he had no more feathers tc 
give. 

This workshop has motivated me to ask questions. Have | traded my 
feathers for worms? How do I meet my basic needs? In the process 0: 
meeting my needs, have I compromised some basic human rights toward: 
my health and wholeness? Like the bird-story, is the trade system of the 
“haves” and “have-nots” essentially a question of who is to benefit the 
most, or a question of dynamic sharing and solidarity? When project: 
receive foreign funds, to whom will be my commitment? Should develop 
ment programmes be process-oriented, rather than results-oriented‘ 
How can a poor, struggling nation be self-reliant so it does not run out o! 
feathers? “Health for all by the year 2000!” Should it rather be, “Health 
for all by the year 2000?”, with a question mark? 


To ask questions, this is basic. But to ask the right questions, this i: 
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more important. This workshop has clearly shown that learning from 
questions is a more human/higher form of learning. Not learning from 
statement: for too often, in statements, we are tempted to lie. 


What am I saying? Simply this. It is good to make statements, reso- 
lutions and the like, much more when done in solidarity with diverse 
people. But the danger in making such statements could be that it is self- 
defeating — it is result oriented in a way. Is CCA not tempted towards this 
danger? 


Would it not be better then, to hasten development, if we pursue 
this process of question/learning? And for CCA to be a partner with the 
third world countries in asking the right questions? 


Mrs. Beatrice Basalong — Philippines 


This workshop has helped in building in me awareness of myself 
and other people. 


Health programmes and services rendered are mostly church related. 
These programmes sometimes fail because of poor motivation and plann- 
ing. The needs of the people are not properly met. The causes of death 
and disease in Asia are preventable. The lower socio-economic groups are 
the most affected. This is because of poverty, ignorance and poor living 
conditions. 


Education of health workers plays an important role in the service 
they render. The medical education is mostly westernized and expensive, 
hospital and curative oriented. This does not fit in with the rural set-up 
of Asia. Thus, we must be willing to undergo changes. Health workers 
adopt more of the curative care than preventive care and this has en- 
couraged the use of western and expensive drugs. 


The Bible study and reflections have added to our understanding 
of the socio-economic, political and cultural problems of our society. 
We must preach the Gospel amidst the realities of our people. My basic 
health orientation was to view disease and health apart from its social 
context but now, after the workshop, I begin to see that there are many 
factors that contribute to disease: political, social, economic factors. 
I realized that I myself have unconsciously encouraged dependency, as by 
giving or contributing money to give to the poor to buy his food for one 
day but I now realize that this was only for one day. It was only curing 
the symptom but not really understanding the root of the problem. I 
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really was not encouraging the capacity and activity of the people to 
overcome the obstacles. 


Throughout this workshop I have learned that all of us have the same 
basic problems in health, social, economic and political areas and although 
we are among the few who care for the poor people, we should continue 
to unite, labour, and serve and struggle to find solutions to these problems. 


It is only through this kind of workshop that we share our experiences 
and learn to find solutions to these problems. 


Mrs. Boonsri Ongkasuvarn — Thailand 
What have I gained from the Community Health Workshop? 


1. Participants must be objective-oriented in order to be full 
participants and to get benefit out of it. 


2. Participants must be well prepared materially as much as possi- 
ble. 


3. From the workshop, I came to realize that the mission of the 
Church in Thailand is only partially done. It touches some- 
times the physical (hospital based) and sometimes the spiritual, 
but never the whole. 


4. To be aware of the national health goal ‘Health for all by the 
year 2000” the Church of Christ in Thailand (National Council 
of Churches) should study the national health scheme and pur- 
poses. The Church of Christ in Thailand’s awareness of the 
national health problem will be a factor in deciding whether 
she will start the primary health care programme inspite OF the 
financial burden (risk) at present. 


5. I am grateful to all participating friends for being so patient 
with our slow thinking and language barrier. Although sometimes 
I felt left in the air because of so called “Sociological language’’, 
I managed to find out that as Christians we cannot be selfish. 


Poor as they are, the poor are human beings. Should we look down 
upon them? If we are not truly Christians, how can Christ’s mission be 
carried on and fulfilled? 


Miss Waruwee Yamrubboon — Thailand 


When I knew that I would be one of the participants from Thailand 
at this workshop here, many questions came to my mind — What is the 
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community health and development in Thailand? What are we doing for 
our country? What are the roles of the churches and the hospitals? How 
can I communicate with all participants who are not Thai people and 
how can I participate in all programmes? 


I was impressed by the motivators in Cikembar and the fact that the 
churches have realized the needs of the rural community. 


All experiences and ideas which I got from this workshop make me 
know that the activities of the churches and the hospital should not be 
limited. So when I go back I will try to motivate and to encourage all 
staff to help the rural areas as much as we can. 


Miss Sangjun Unigarat — Thailand 


This is my first time to go abroad and to have a good chance to be 
one of the participants in a workshop like this. I tried to learn and to 
adapt myself to the environment; I must use English which is not my 
own language in communicating with other participants; but I think that 
the more you learn, the more you know! 


What have I gained from this workshop? 


I have learnt about the process of community health and development 
from the lectures as well as from sharing ideas in the group discussions. 


I have begun to realise my reaponsibility to the community health 
programme of my country. In Thailand, community health programme 
is done by the government and with limited cooperation of private 
hospitals. I think that not only should the government do it, but the 
church and hospitals as well can do it. Everybody in the world wants to 
be healthy; so we who are Christians must share the love of God with 
one another as Jesus gives us. 

When workshop convinced me that as I am still young and healthy, 
I should begin the community health programme. I will share the know- 
ledge from this workshop with the public health development workers 
and others in my hospital, and I will send a report to the Church of 
Christ in Thailand and my director too. 


Mr. Ku Fui Men — Malaysia 


Community Health and Development in this workshop helped me to 
get some ideas about how we might solve a number of problems in my 
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community, especially of those in the rural and remote areas in my state 
(Sabah). I am specially concerned about Christian brothers and sisters who 
live with poor health, low income and lack of knowledge. 


To improve the quality of life and the level of health in the villages, 
community health and development is important, and these are the things 
I have to use, and share. 


(1) Community Health: 


promotion of proper nutrition. 

supply of safe water. (Construction of wells). 

basic sanitation.(Construction of family toilets, rubbish pits). 
maternal and child care, including family planning. (Weighing 
programme, breast feeding, health of mothers and children.) 
e. immunization against the major infectious diseases. (Can be 
arranged with the government health workers). 
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f. prevention and control of locally endemic diseases. 
g. education concerning prevailing health problems, and the 
h. appropriate treatment for common diseases and injuries. (Simple 


medicine, Herbal medicine, Acupressure). 
(2) Development — To increase their income 


utilising their backyards for kitchen garden (vegetables, beans). 
planting seasonal crops. (corn, soyabeans). 


a 
b 
c. planting permanent crops. (coconut, cocoa). 
d. handicrafts, and green plant or flowers. 

e 


animal husbandry and fisheries. (goats, rabbits, chicken). 


And it is very necessary to train motivators, and cadres from their 
own community to help them. And also the approach to the community 
should be such as to be accepted by the community. 


Rev. J. Sumakul—Indonesia (Observer) 


My insights and reflections on the usefulness of this workshop for me 
personally and for the church: 


1. I was able to become acquainted with the wider and varied 
experiences of participants from several countries and regions, 
in the field of Community Health. 
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2. The community-situations in which community health work 
has to be executed differs depending on the state-constitution of 
each of the countries involved, the government structure as well 
as the community structure, and the economic, social and political 
system. (macro as well as micro). 


3. The methods of approach and work cannot be the same in all 
situations. But the principles should be the same and Biblically 
oriented. 


4. Hospitals have to perform their social function and cannot 
refrain from it. But they have to serve the community, and not 
the other way around. This is also the case with other institu- 
tions. 


5. Community motivation is not the same as programme motivation. 
The process should be: 


Community motivation 

Programme motivation 

Cadre forming/programme activities 
Evaluation 

Expanded programme 


6. Community health does not stand by itself. It is related to all 
other aspects of community needs. 


7. This workshop is really assisting churches to deepen their know- 
ledge about what it is to be Christ’s church. That church should 
be for the world; for, Jesus Christ came for the world (Joh. 3:16). 


8. Organization/management: the community health work needs 
organization which is regulated and disciplined. 


9. The use of traditional medicine has to get more selective atten- 
tion (guidance). 


10. We have to increase the community’s participation in financing 
its own health care. 


11. The selection of cadres has to be given more attention. A more 
appropriate approach is needed, and this has to do with cultural 
and educational backgrounds. 


Recommendation — 


Composition of participants: a. Medical workers re oe ee 


py 


. Social workers “i, % 20% 
c. Pastors wit ne its 20% 


Resource persons a. Medical prienoe ot bee AO 
. Social poeertt bon 4212 \52> op . SA 
C.  INCOIORIHiigeee ua. un 


Mr. D. Grijns — Holland (Observer) 


At first, I would like to say that I am very happy that I had the 
occasion to be in this Workshop. 


Although I am not an Asian but a European, I felt myself accepted 
in this group. 

To me it was a completely new experience to be with so many people 
who are working on community health work. It was interesting for me to 
discover that there are so many different aspects of community health 
work, as for example the financing, the training of the cadres, etc. and 
even that there are so many different forms in which it can take place: 
from direct health work in the villages itself, to indirect, by financing 
and organizing health work projects. 


It also became clear to me that the success of a community health 
programme has everything to do with, on the one side, motivation, 
participation and good education of the community; and on the other 
side with culture, economics and politics. 


The first category belongs to the responsibility, and is dependent 
on the capability of the community health project staff. Therefore, it 
has the possibility of being improved. But the other group of factors 
belong to the macro level. This is government responsibility, but also 
the responsibility of world politics and economy. And that makes the 
work much more difficult. 


Community health work does not stay only at the level of the com- 
munity itself but has to do with the whole life. 


What about the first ‘C’ in the word CCA? I can say that I 
was touched by the way it became real in this workshop. In my 
daily life I am not used to do such Bible studies (at least not at eight 
o’clock in the morning). It was to me a new perception, to testify in this 
way to our belief in God. For me, it was an example of how I can make 
my faith part of my daily life. 
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SECTION H 


Appendices 
pi OIA EER OMe oni Ree Sot eet gi ee 
APPENDIX 1 


LIST OF PARTICIPANTS 


CCA WORKSHOP ON COMMUNITY HEALTH 
13 — 21 MAY 1983 TOMOHON, INDONESIA 


NAME 


THAILAND 


1. Mrs. Boonsri 
_ Ongkasuvarn 


2. Mrs. Waruwee 
Yamrubboon 


3. Miss Sangjun — 
Unigarat 


MALAYSIA 
4. Ku Fui Men 


OFFICE ADDRESS 
ea Se ee a ee nn 


Overbrook Hospital 
Chiengrai, Thailand 


Prac Christian Hospital 
Prac 54000, Thailand 


McCormick Hospital 
Chiangmai, Thailand 


C/o Chest Clinic 
D. O. K. Hospital 
P. O. Box 21 
Sandakan, Sabah 
East Malaysia 


HOME ADDRESS’ 


Overbrook Hospital 
Chiengrai, Thailand 


7/1 Yuntarakitkosol Rd., 


Prac, Thailand 


104 Bumrungrat Road 
Chiangmai, Thailand 


P. O. Box 238, 
Sandakan, Sabah 


PHILIPPINES. 
5. Dr. Edelina P. Council For Primary 1739 MA. OROSA ST. 
de la Paz Health Care Malate, Manila, 


Room, 205, BRB Bldg 
1255 Quezon Ave. Cor 
Sct. Reyes St. 
Quezon City, 


_ Philippines 


cae 


Philip pines 


NAME 

6. Dr. Ariel Cartito 
Salem 

7. Mrs. Grace A. 
Badrina 

8. Miss Jesusa. T. 
Raoimo 

9. Mrs. Beatrice 
Basalong 

INDONESIA 

10. Mr. Paulus 
Hidayat 
Santosa 

11. Mr. Tri 
Purwanto 

12. Mr. Otto 
Iskandar 

13. Mrs. Stien 
Djalil 

14. Mis. Carolien 


Tiric 


OFFICE ADDRESS 


Under-Fives Clinic 
Midsayap, N. Cotabato 
Philippines 


Central Phil. 
University College 
of Nursing 

Iloilo City, 

Philippines 


National Council of 
Churches in the 
Philippines 

879 EDSA, 

Quezon City. 

Philippines 


Abatan Lutheran Hospital 
Abatan Buguias 
Benguel, Philippines 


Department of Community 


Development, 
Bethesda Hospital 


Ji. Sudirman No. 7 
Yogyakarta — Indonesia 


UPKM — YAKKUM 
Jl. BRIG, JEND. 
Soediarto 

482 Solo 

Indonesia 


Jalan Johar 2 — 4 
Surabaya 
Jatim — Indonesia 


DGI, Salemba Raya 10 


Jakarta Pusat, 
Indonesia 


PHC — Staff, GMIM 
Health Service 

Bethesda Hospital GMIM 

Tomohon — North Sula- 
wesi, Indonesia. 
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HOME ADDRESS 


277 Quezon Ave. 
Midsayap, N. Cotabato 
Philippines 

House No. 28, 

Central Phil. University, 
Iloilo City, 

Philippines 


41 J. ESCALOR 
St. Loyola Heights 
Quezon City, 
Philippines. 


Abatan Buguias 
Benguel, Philippine 


Jl. Taman Siswa 57 c 
Yogyakarta 
Indonesia. 


Perumahan Yakkum 
No. 7 
Ngabeyan-Kartasura 
Solo 

Indonesia 


Surabaya 
Jatim — Indonesia 


Perum DGI, Duren 
PTB Blok J2/8, 
Jakarta Timur 


Tara-tara II 
Tomohon 
North Sulawesi 
Indonesia 


NAME 


2 


15. B. Purba, Pdt. 


16. Mr. Hendradi 


17. Dr. B. A. Supit 


CCA. 
18. Jintaro Ueda 


19. Dr. V. Benjamin 


OFFICE ADDRESS 


Kantor Pusat HK BP 
Pearaja-Tarutung 
North Sumatera 
Indonesia 


YEKS: KC. Semanggi 
R T 30, Solo 
Central Jawa 


Executive Director, 
GMIM Health Services 
and Director of the 

Bethesda Hospital 


#05-00 10 New Industrial 
Road, 
Singapore 1953 


Project Staff for Health 
Concerns, Christian 
Conference of Asia 

10 New Industrial Road, 
Singapore 1953 
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HOME ADDRESS’ 


Kantor Pusat HKBP 
Pearaja — Tarutung 
North Sumatera 
Indonesia 


Tomohon, 
Sulawesi 
Indonesia 


68 Holland Grove 
Drive, 
Singapore 1027 


India Office & Residence 
8, Cline Road, 

Bangalore 560 005 

India. 


NAME 


Lalamentik, Fred. S. 


Dr. Donny 
Tampubolon 


Dr. Harry J.G. 
Sumual 


Dr. W. Palendeng 


Mr. R. Weierbach 
MPH 


The Rev. J.R. 
Sumakul 


Mrs. Hetty Sompie 
— Geru 


The Rev. 
Ferdinand K. 
Kapojos 


Function 


Vice-Rector 
Christian 
University of 
Tomohon 


Head of the 
Government 
Health 
Centres 


Staff of 
Ophtal — 


mology Dep. 


Medical 
Faculty 


Deputy 
Director 
Kalooran 
Hospital 


Programme 
Director 

Project 

Concern 


Pastor 
of GMIM 


Staff Health 
Education 
Government 

Service 
JIn. Eddy 

Gagola 
Manado 


Staff/ 
Pastor 
GMIM-Lay- 
Training 
Centre 


Associated with the workshop 


Office 


UKIT Tomohon/ 
Sulut 
Indonesia 


Puskesmas 
Lirung 
Talaud/Sulut 


Fak. Kedokteran 
UNSRAT Manado 
Sulut 

Indonesia 


R.S. Kalooran 
Amurang/Sulut 
Indonesia 


P.O. Box 36 
Manado Sulut 
Indonesia 


P.O. Box 178 
Manado Sulut 
Indonesia 


Dinas Kesehatan 
Dati I Sulut 

Jin. Eddy Gagola 
Manado 


Tomohon GMIM 
Synod Office 
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APPENDIX 2 


Residence 


Kompleks UKIT 
Tomohon/Sulut 
Indonesia 


Lirung, Talaud 
Sulut 
Indonesia 


Bahu Manado 
Sulut 
Indonesia 


Kamasi Tomohon 
Sulut 
Indonesia 


Manado Sulut 
Indonesia 


Campus of 
UNSRAT Manado 
Sulut. 

Indonesia 


Tomohon 


res rare 


the District 
of Tomohon 


Ff Ne 


NAME Function Office Residence 
9. Dr. Mrs. F. Head of RS Bethesda Talete I] 
Reppi M Sub Health Tomohon Sulut Tomohon Sulut 
3 Centre Indonesia Indonesia 
GMIM, 
Tomohon 
10. The Rev. Chairman of ~ Talete II 
M. Reppi Executive Tomohon Sulut. 
Board of Indonesia 
Tomohon 
Presbytery 
tl. Dr. SA; Head, Family BKKBN 
Tandayu SKM Planning Jin. Eddy Gagola 
Co-ordinator Manado 
Board, North Sylut 
Sulawesi Indonesia 
12. Dr. Aba Head of the R S Bethesda Talete II 
Lengkong C.D. Depart- Tomohon Sulut Tomohon Sulut 
ment of Indonesia Indonesia 
the GMIM 
Health 
Services 
13. Agus Sandag Staff of CD Kalooran Tawaang 
Kalooran Hospital/ Minahasa 
Hospital Sulut Sulut 
Indonesia Indonesia 
14. Dr. Tami Rau Head of the Lansot Tomohon 
Government Tomohon Sulut 
Health Sulut Indonesia 
Centre of Indonesia 


DAY DATE 


Sunday May 8 


Monday May 9 


oe 


Tuesday May 10 


Wednesday May 11 


Thursday May 12 


APPENDIX 3 


TIME-TABLE 


COMMUNITY HEALTH WORKSHOP 
(CCA-DGI-Y AKKUM-GMIM) 


FOR THE PERIOD MAY 8 — MAY 15, 1983 


TIME 
10-12 am 
12.00 noon 


12.30-1.00 pm 
1.00-1.30 pm 


1.30 pm 


2.30 pm 


5.30 pm 


7.00 am 
8.00 pm 
8.00 am 


9.00 am 


1.00 pm 


4.00 pm 
5.00 pm 


7.00 pm 
8.00-10 pm 


8.00 pm 


4—7pm 
7 pm 
8-10 pm 
9-3 pm 
3-7 pm 


PROGRAMME 
Delegates arrive DG! Guesthouse 
DGI Guesthouse 


Introduction of Programme — Dr Benjamin 


Lunch —_ 


Introducing the Health and Development 
Programme of DGI — DGI Staff 


Commencement of field trips in Java 
(chartered bus) 


Arrival at Chikembara Institute 


for Village Workers 


— Training 


To Sukabumi — overnight stay at Wisma, 
Oikumene 


Departure for Solo 
Arrival at Yakkum — Solo — overnight stay 


Introduction to work of Yakkum 
— Chairman of Yakkum 


Field trip to Yakkum activity centres 
— Dr Adi Sudipto and Mr Purwanto 


Return to Yakkum HO 

Siesta 

Departure to Yogyakarta 

Arrive Yogyakarta — stay at Bethesda Guest 
House 

Dinner — Bethesda Hospital 


Slide show and presentation of programme 
at Yogyakarta 


Field trips to various projects in three groups 
Lunch in field centres 

Reflection on visits so far 

Dinner 

Reflections continued 

Sight seeing — Borobudur Temple etc. 


Free 
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Friday 


7.00 pm 
8.00 pm 
May 13 5am 


7am 
1.00 pm 


7 pm 


Saturday May 14 


Sunday 


May 15 12.00 noon 


6.00 pm 


8.00 pm 


Dinner 
Departure to Surabaya 


Arrival at Surabaya airport 
Brush up 


By air to Manado 


Arrival -- Manado; by vans to Tomohon 
R S Bethesda 


Dinner 

The group divided into two: 

One group to Pangolombian, Lansot and 
Taratara 


One group to Amurang, Ranoketang tua, 
Lewet, Tawang and Tenga 

Overnight stay at Taratara (Group |); Tawang 
(Group 11) 

Hosts: Village congregations 

Both groups meet for lunch 

hosted by Remboken Church Congregation 
Opening service at the workshop 

— Asia Sunday order of worship 

R S Bethesda Hospital Chapel 

Sermon : Dr Roeroe 


Farewell dinner hosted by GMIM 
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APPENDIX . 


COMMUNITY HEALTH WORKSHOP 
(CCA-DGI-Y AKKUM-GMIM) 
STEERING COMMITTEE 


Dr V Benjamin (CCA/India) 

Dr Edelina de la Paz (Philippines) 

Dr Paulus Santosa (Java) 

Dr Bert A Supit (GMIM) 

Mrs Boonsri Ongkasuvarn (Thailand) 

Mrs Stein Djalil (DGI) 

Dr A A Lengkon (R S Bethesda, Tomohon) 
Dr H Lems (R S Bethesda, Tomohon) 


MAIN RESOURCE PERSONS 


Dr Edelina de la Paz 

Dr Paulus Santosa 

Dr B A Supit 

Dr S Tandaju 

Dr Sompi Geru 

Dr H Lems 

Mr Robert Weierbach 

Dr A Lengkong 

The Rev A Lala (for worship and Bible study) 
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